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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 


Columna  del  Editor 


Siguiendo  la  política  innovadora  de  la  Junta  Editora, 
el  primer  número  número  del  volumen  78  del  Boletín 
de  la  Asociación  Médica  de  Puerto  Rico  presenta  dos  sec- 
ciones nuevas:  Cases  in  Pulmonology  y Problems  in 
Cardiac  Pacing.  Ambos  llevan  el  mismo  propósito; 
compartir  con  los  lectores  la  experiencia  clínica  de  casos  y 
problema  comunes  en  las  respectivas  sub-especialidades. 
Confiamos  la  publicación  de  los  mismos  pueda  hacerse 
de  forma  ininterrumpida  ya  que  contemplamos  publicar 
tantos  casos  pediátricos  como  de  adultos. 

Específicamente  en  el  caso  de  los  marcapasos  se  debe 
destacar  la  importancia  que  ha  adquirido  esta  modalidad 
terapeútica  en  años  recientes.  Casi  todo  médico  no 
importa  su  especialidad  tiene  en  su  práctica  pacientes  con 
marcapasos  pues  también  parece  que  “casi  todo  el 
mundo”  está  implantando  marcapasos.  Confiamos  que 
estos  artículos  ayuden  a satisfacer  la  necesidad  que  existe 
de  proveer  mayor  información  para  todos  en  este  campo 
que  tan  rápidamente  se  expande. 
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NUESTRA  PORTADA 


Los  Tres  Reyes  Mayos 

Cartel  del  artista  puertorriqueño  Tony  Maldonado  preparado  para  la 
División  de  Educación  a la  Comunidad  del  Departamento  de  Ins- 
trucción Pública. 

Siguiendo  la  costumbre  de  la  Junta  Editora  de  publicaren  la  portada 
del  Boletín  obras  alegóricas  a la  tradición  puertorriqueña  de  la  Navidad 
fue  que  se  escogieron  las  portadas  de  este  número  y del  anterior.  Nadie 
mejor  indicado  que  Tony  Maldonado  para  representar  con  su  obra  la 
tradición  de  los  Reyes  Magos.  Su  devoción  por  ilustrar  paisajes,  cos- 
tumbres y escenas  de  nuestro  país  es  significativa  y merece  ser  reco- 
nocida. La  acuarela  es  la  predicción  de  Tony,  es  con  ella  que  el  artista 
logra  obras  de  calidad  sobresaliente  y llega  a ser  considerado  como  el 
mejor  acuarelista  del  país. 

La  obras  de  este  devoto  de  las  artes  plásticas  puertorriqueñas  honran 
nuestra  portada.  La  Junta  Editora  del  Boletín  agradece  una  vez  más  la 
desinteresada  colaboración  de  Tony  con  nuestra  revista. 


U¿U 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


ESTUDIOS  CLINICOS 


Risk  Factors  Associated  With 
Pregnancy-Reiated  Deaths  in 
Puerto  Rico 


Abstract;  Intensive  surveillance  provided  an  increased 
appreciation  of  the  variety  and  importance  of  risk  factors 
associated  with  pregnancy-related  deaths  in  Puerto  Rico  in 
1978  and  1979  by  identifying  45  pregnancy-related  deaths 
in  addition  to  the  17  reported  through  vital  statistics. 
Analysis  of  pregnancy-related  deaths  by  risk  factor  rather 
than  by  underlying  cause  of  death  provided  a more  accurate 
estimate  of  the  prevalence  of  conditions  associated  with 
pregnancy-related  mortality.  Calculation  of  pregnancy- 
related  mortality  ratios  (PRMR)  for  risk  factors  allowed 
easy  comparison  of  the  effect  of  risk  factors  on  pregnancy- 
related  mortality  over  time.  The  evaluation  of  risk  factors 
associated  with  pregnancy-related  deaths  was  useful  in 
establishing  priorities  and  developing  recommendations 
aimed  at  reducing  pregnancy-related  mortality  in  Puerto 
Rico. 

In  establishing  priorities  and  developing  recom- 
mendations aimed  at  reducing  pregnancy-related 
mortality,  a clear  understanding  of  the  range  and  relative 
importance  of  risk  factors  is  necessary.  Vital  statistics  are 
of  limited  usefulness  because  underreporting  of  pregnancy- 
related  deaths  in  vital  statistics  has  been  widely 
recognized. Furthermore,  vital  statistics  categorize 
deaths  on  the  basis  of  the  single  condition  or  disease 
which  is  coded  as  the  underlying  cause  of  death,  whereas 
in  fact  multiple  factors  may  have  contributed  to  a 
pregnancy-related  death. 

To  provide  a more  accurate  estimate  of  the  extent  of 
pregnancy-related  mortality  and  a better  understanding 
of  the  risk  factors  which  contributed  to  it,  we  undertook 
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intensive  surveillance  of  pregnancy-related  deaths  in 
Puerto  Rico  in  1978  and  1979.  This  study  was 
accomplished  though  the  support  of  the  Puerto  Rico 
Department  of  Health  and  the  cooperation  of  physicians, 
administrators  and  staff  in  public  and  private  hospitals 
throughout  the  island. 

Methods 

We  defined  a pregnancy-related  death  as  a death  which 
occurred  during  pregnancy  or  within  one  year  following 
pregnancy  in  which  the  pregnancy  or  aspects  of  its 
management  contributed  to  the  risk  of  death.  The 
pregnancy-related  mortality  ratio  (PRMR)  is  the  number 
of  pregnancy-related  deaths  per  100,000  live  births.  The 
PRMR  for  a risk  factor  is  the  number  of  pregnancy- 
related  deaths  in  which  the  risk  factor  occurred  per 
100,000  live  births.  We  considered  risk  factors  to  be  any 
characteristic,  condition  or  disease  which  increased  the 
risk  of  death.  Risk  factors  included  demographic 
characteristics  and  serious  conditions  such  as  hyperten- 
sive disease,  hemorrhage,  and  infection. 

We  defined  parity  as  the  number  of  previous 
pregnancies  of  28  weeks  gestation  or  more  plus  the 
present  pregnancy,  whatever  its  duration  or  outcome.  In 
assessing  the  effect  of  parity  on  pregnancy-related 
mortality,  we  standardized  parity  for  age  using  the  age 
distribution  of  women  who  delivered  live  births  in  Puerto 
Rico  in  1978  and  1979  as  our  standard. 

We  tested  the  relationship  between  age  and  pregnancy- 
related  mortality  for  linear  trend  using  Mantel’s 
extension  of  the  Mantel- Haenzel  test.'"* 

The  Puerto  Rico  Department  of  Health  reported  1,709 
deaths  from  all  causes  among  women  10  to  49  years  of  age 
in  1978  and  1979.  We  reviewed  1,704  (99.7%)  death  certi- 
ficates to  identify  deaths  in  which  the  death  certificate 
mentioned  pregnancy  or  a diagnosis  readily  identified 
with  pregnancy.  When  we  encountered  a certificate 
which  mentioned  pregnancy  or  a pregnancy-related 
condition  we  examined  medical  records  to  determine  if 
the  death  met  our  definition  and  to  elicit  risk  factors.  We 
were  unable  to  locate  medical  records  for  one  death 
which  the  death  certificate  attributed  to  eclampsia;  we 
considered  that  to  be  a pregnancy-related  death  without 
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further  documentation.  We  reviewed  an  additional  632 
medical  records  to  identify  pregnancy-related  deaths  in 
which  the  physician  had  not  mentioned  pregnancy  or  a 
pregnancy-related  condition  on  the  death  certificate. 
When  review  of  medical  records  clearly  established  that 
the  death  fit  the  definition,  the  reviewing  obstetrician 
classified  the  death  as  pregnancy-related.  In  questionable 
cases  the  death  was  discussed  among  three  obstetricians 
and  a consensus  obtained. 

Results 

Vital  statistics  identified  17  pregnancy-related  deaths 
in  Puerto  Rico  in  1978  and  1979  after  correction  of  a 
coding  error  identified  during  review  of  death  certificates. 
The  review  of  death  certificates  and  selected  medical 
records  identified  an  additional  45  pregnancy-related 
deaths. 

Idiopathic  hypertensive  disease  of  pregnancy  was  the 
most  important  medical  risk  factor  identified,  followed 
by  hemorrhage  and  infection  (Figure  1).  Deaths 
associated  with  these  risk  factors  were  far  more  prevalent 
than  vital  statistics  had  suggested.  In  addition,  intensive 
surveillance  identified  sudden  deaths  of  undocumented 
etiology  during  and  immediately  following  pregnancy, 
and  pregnancy-related  deaths  associated  with  pulmonary 
embolism,  heart  disease,  diabetes  mellitus,  hydatiform 
mole  and  abortion,  whereas  vital  statistics  had  not 
identified  deaths  in  these  categories. 


FIGURE  1 


PREGNANCY  RELATED  MORTALITY  RATIOS  FOR 
SELECTED  MEDICAL  RISK  FACTORS  BY  METHOD  OF  SURVEILLANCE 
PUERTO  RICO.  1978-1979 


In  calculating  PRMR’s  for  risk  factors,  pregnancy- 
related  deaths  were  reflected  in  more  than  one  risk 
category  when  more  than  one  condition  or  disease 
contributed  to  the  death.  We  identified  two  medical  risk 
factors  in  14  pregnancy-related  deaths;  in  three  deaths  we 
identified  three  medical  risk  factors.  For  example,  a 16- 
year-old  girl  with  severe  idiopathic  hypertensive  disease 
of  pregnancy  developed  postpartum  bleeding  following 
vaginal  delivery  of  a stillbirth.  She  received  blood  trans- 
fusions, but  her  condition  deteriorated  rapidly  and  she 
died.  We  considered  both  idiopathic  hypertensive  disease 
of  pregnancy  and  hemorrhage  to  be  risk  factors  in  her 
death.  In  another  instance,  a 17-year-old  girl  with  a 
hydatidiform  mole  had  massive  hemorrhage  which 
resulted  in  marked  anemia.  She  was  treated  with  blood 


replacement,  and  further  bleeding  abated  following 
evacuation  of  her  uterus.  Several  hours  after  surgery  she 
died  suddenly.  At  autopsy,  thrombi  were  found  in  both 
pulmonary  arteries.  We  considered  that  hydatidiform 
mole,  hemorrhage  and  pulmonary  emboli  were  factors 
that  contributed  to  her  risk  of  death. 

We  used  PRMR’s  to  assess  the  relative  importance  of 
subgroups  of  medical  risk  factors.  Suspected  dis- 
seminated intravascular  coagulation  was  the  most 
important  risk  factor  associated  with  hemorrhage 
(Figure  2).  Pneumonia  was  the  foremost  risk  factor 
associated  with  infection  (Figure  3).  Among  the  deaths 
associated  with  pneumonia,  two  women,  both  22  years  of 
age,  died  during  pregnancy  with  a diagnosis  of  viral 
pneumonia;  one  woman  was  in  the  second  trimester  and 
the  other  in  the  third  trimester. 


Figure  2 

PREGNANCY  RELATED  MORTALITY  RATIOS  FOR 
RISK  FACTORS  ASSOCIATED  WITH  HEMORRAGE 


laboratory  evidence. 

^Associated  with  severe  idiopathic  hypertensive  disease  of  pregnancy. 


Figure  3 

PREGNANCY  RELATED  MORTALITY  RATIOS  FOR 
RISK  FACTORS  ASSOCIATED  WITH  INFECTION 


We  found  an  increased  risk  associated  with  age  in 
women  30  years  of  age  or  more,  increasing  progressively 
with  age  (Table  I).  The  relationship  between  age  and 
pregnancy-related  mortality  is  not  likely  due  to  chance 
(p  <10'^).  We  did  not  show  any  increased  risk  associated 
with  parity  after  standardizing  for  age. 

We  did  not  demonstrate  a difference  in  risk  based  on 
the  residence  of  pregnant  women.  To  assess  the  effect  of 
residence,  PRMR’s  were  calculated  based  on  the 
municipio  of  residence  of  pregnant  women.  Puerto  Rico 
is  composed  of  78  municipios  with  well  established  legal 
boundaries.  We  divided  the  municipios  into  two  groups 
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TABLE  I 


Age  Group 
(years  of 

Age) 

Live 

Births' 

Pregnancy 

Related 

Deaths 

Pregnancy  Related 
Mortality  Ratio’ 

Relative 

Risk’ 

< 14 

664 

1 

151* 

5.8* 

15-19 

26,775 

7 

26 

1.0 

20-24 

50,559 

16 

32 

1.2 

25-29 

39,336 

11 

28 

1.1 

30-34 

21,257 

12 

56 

2.2 

35-39 

7,844 

10 

127 

4.9 

40-44 

2,043 

4 

196 

7.5 

45 

260 

1 

485‘ 

18.7* 

'Does  not  include  163  live  births  with  maternal  age  unspecified. 

^Pregnancy  related  deaths  per  100,000  live  births. 

’Based  on  an  index  ratio  of  26  for  the  group  15-19  years  of  age. 

‘The  pregnancy  related  mortality  ratio  and  relative  risk  are  based  on  1 death  and  have  broad  confidence  limits. 


based  on  population  using  preliminary  results  ot  the  1980 
census.  One  group  included  69  municipios  with  popula- 
tions between  1,265  and  53,366  which  were  distributed  in 
a bell-shaped  curve.  This  group  accounted  for  55%  of  the 
population  in  1980  and  56%  of  the  live  births  in  1978- 
1979.  The  second  group  was  composed  of  the  nine 
remaining  municipios  with  populations  ranging  from 
78,1 19  to  432,973.  The  first  group  had  a PRMR  of  42and 
the  second  group  had  a PRMR  of  41.  As  another  measure 
of  geographic  influence,  the  municipios  were  divided  into 
those  considered  part  of  the  San  Juan  metropolitan  are 
(28%  of  the  population)  and  the  remainder  of  the  island. 
The  PRMR  for  the  metropolitan  area  was  41  and  for  the 
remainder  of  the  island  was  42. 

We  used  PRMR’s  to  assess  the  prevalence  of  a risk 
factor  over  time.  The  PRMR  associated  with  idiopathic 
hypertensive  disease  of  pregnancy  was  16  in  1978  and  14 
in  1979. 

Discussion 

In  its  continuing  efforts  to  improve  and  expand 
maternal  health  care,  the  Puerto  Rico  Department  of 
Health  recognized  the  need  for  an  accurate  assessment  of 
risk  factors  associated  with  pregnancy-related  mortality. 
In  addition  to  its  role  in  monitoring  health  care,  the 
Department  of  Health  is  the  major  provider  of  health 
care  services  in  Puerto  Rico.  An  estimated  60%  of  the 
population  of  Puerto  Rico  depend  at  least  in  part  on  state 
and  federal  governments  for  their  health  care.'^  In  1978, 
63%  of  live  births  were  delivered  in  Department  of 
Health  facilities.'*  While  vital  statistics  had  identified 
deaths  in  which  idiopathic  hypertensive  disease  of 
pregnancy  was  the  foremost  risk  factor  one  could  not  feel 
confident  that  this  was  an  accurate  assessment  because 
underreporting  of  pregnancy-related  deaths  by  vital 
statistics  elsewhere  was  well  known." 

Intensive  surveillance  provided  an  increased  apprecia- 
tion of  the  range  and  importance  of  risk  factors 
associated  with  pregnancy-related  deaths  in  Puerto  Rico 
in  1978  and  1979  by  identifying  45  pregnancy-related 
deaths  in  addition  to  the  1 7 identified  through  vital  statis- 
tics. The  methodology  of  this  expanded  surveillance  is 
discussed  in  greater  detail  in  a separate  paper."  Intensive 


surveillance  confirmed  that  idiopathic  hypertensive 
disease  of  pregnancy  was  the  most  important  medical  risk 
factor,  followed  by  hemorrhage  and  infection,  and 
demonstrated  that  these  risk  factors  were  associated  with 
more  deaths  than  had  been  recognized  through  vital 
statistics  (Figure  1). 

Intensive  surveillance  revealed  risk  factors  that  were 
not  included  among  the  deaths  identified  through  vital 
statistics.  Without  expanded  surveillance  we  would  not 
have  known  about  the  deaths  associated  with  pulmonary 
embolism,  heart  disease,  diabetes  mellitus,  hydatidiform 
mole,  and  abortion  (Figure  1).  Sudden  deaths  of 
undocumented  etiology  are  deaths  in  which  an  autopsy 
did  not  document  the  cause  of  death  or  an  autopsy  was 
not  performed.  From  the  clinical  course  it  is  possible  that 
pulmonary  embolism,  anesthesia  or  heart  disease  may 
have  played  a role  in  these  deaths.  The  sizeable  PRMR 
associated  with  sudden  death  of  undocumented  etiology 
indicates  that  pulmonary  embolism,  anesthesia  and  heart 
disease  may  be  more  important  risk  factors  than  is 
documented. 

When  a death  had  more  than  one  medical  risk  factor 
we  included  that  death  in  our  evaluation  of  each  risk 
factor.  This  provides  a more  accurate  estimate  of  the 
prevalence  of  risk  factors  than  if  we  consider  the  contri- 
bution of  only  one  medical  factor  in  each  death  as  occurs 
when  categorizing  deaths  by  the  underlying  cause  of 
death.  For  example,  both  hemorrhage  and  hypertensive 
disease  are  risk  factors  in  the  patient  who  dies  with  dis- 
seminated intravascular  coagulation  associated  with 
idiopathic  hypertensive  disease  of  pregnancy.  We  need  to 
consider  the  contribution  of  each  to  pregnancy-related 
mortality  when  we  establish  priorities  and  develop 
recommendations  aimed  at  reducing  pregnancy-related 
mortality.  Measures  to  improve  the  diagnosis  and 
management  of  idiopathic  hypertensive  disease  of 
pregnancy  might  avert  a similar  death  in  the  future,  as 
well  as  might  measures  to  improve  the  prevention, 
diagnosis  and  management  of  disseminated  intravascular 
coagulation. 

Pneumonia  is  a recognized  risk  factor  for  pregnancy- 
related  mortality  and  was  the  most  common  risk  factor 
for  pregnancy-related  deaths  associated  with  infection  in 
our  study  (Figure  3).‘®>  " In  reports  of  pregnancy-related 
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mortality  during  the  epidemic  of  Asian  influenza  in  1957, 
mortality  was  higher  in  women  who  were  pregnant  than 
in  the  those  who  were  not7°’  Analysis  of  pregnancy- 
related  mortality  associated  with  the  influenza  pandemic 
of  1917  suggested  that  the  risk  of  dying  from  influenzal 
pneumonia  was  greater  in  the  third  trimester  of 
pregnancy  than  in  the  first  and  second  trimester7^  The 
two  young  women  in  our  study  who  died  during 
pregnancy  with  a diagnosis  of  viral  pneumonia,  one 
during  the  second  trimester  and  one  during  the  third, 
underscore  the  seriousness  of  viral  pneumonia  during 
pregnancy. 

An  increased  risk  of  death  associated  with  pregnancy 
in  young  girls  and  in  older  women  increasing  progres- 
sively with  age  has  been  demonstrated  in  previous  studies 
of  pregnancy  related  mortality.’’  ’’’  We  plan  to  include 
this  information  in  community  health  education  and 
encourage  women  to  consider  it  in  their  decisions 
regarding  family  planning. 

We  used  the  same  definition  of  parity  as  the  British  in 
evaluating  pregnancy  related  mortality. In  assessing  the 
parity  of  a woman  we  did  not  include  prior  abortions, 
ectopic  pregnancies,  or  hydatidiform  moles,  which  is 
consistent  with  the  definition  of  parity  in  the  United 
States.’^  We  included  the  present  pregnancy  regardless  of 
duration  or  outcome  so  that  women  with  the  same  prior 
obstetric  history  would  be  considered  of  the  same  parity 
whether  death  followed  an  ectopic  pregnancy  or  a full 
term  delivery. 

A study  in  Michigan  examined  the  effect  of  parity  on 
pregnancy-related  mortality  after  standardizing  for 
age.’’  They  considered  a nulliparous  woman  as  one 
without  a previous  livebirth  and  found  “nulliparous 
women  had  a significantly  higher  direct  maternal 
mortality  rate  than  did  parous  women.”  Although  we  too 
standardized  parity  for  age,  we  did  not  demonstrate  any 
increased  risk  associated  with  parity  in  our  study. 

We  were  interested  in  a comparison  of  pregnancy- 
related  mortality  by  the  residence  of  pregnant  women 
since  a difference  in  mortality  might  allow  us  to  identify 
women  at  high  risk  who  would  warrant  further  evalua- 
tion and  increased  health  measures  on  a geographic  basis. 
Since  we  did  not  demonstrate  that  residence  played  a role 
in  pregnancy-related  mortality,  we  concluded  that 
measures  to  reduce  pregnancy-related  mortality  need  to 
be  implemented  island-wide. 

Calculation  of  PRMR’s  for  risk  factors  allowed 
comparison  of  the  relative  importance  of  risk  factors  over 
time.  Studies  of  pregnancy-related  mortality  often 
express  the  prevalence  of  a risk  factor  as  a percentage  of 
total  deaths.  If  we  were  to  use  that  method  we  would 
report,  for  example,  that  idiopathic  hypertensive  disease 
of  pregnancy  contributed  to  34%  of  pregnancy  related 
deaths  in  1978  and  37%  in  1979.  This  would  suggest  that 
deaths  associated  with  idiopathic  hypertensive  disease  of 
pregnancy  are  an  increasing  problem.  However,  we 
identified  fewer  pregnancy-related  deaths  in  1979  than  in 

1978  and  the  percentage  of  deaths  associated  with 
idiopathic  hypertensive  disease  of  pregnancy  increased  in 

1979  because  deaths  associated  with  other  factors 
decreased  more  rapidly  than  did  deaths  associated  with 
hypertensive  disease.  We  found  the  PRMR  to  be  a more 


useful  measure  of  the  effect  of  a risk  factor  on  pregnancy- 
related  mortality  because  it  is  not  influenced  by  a change 
in  the  prevalence  of  any  other  risk  factor.  We  can  easily 
compare  the  effect  of  idiopathic  hypertensive  disease  of 
pregnancy  on  mortality  over  time  by  noting  that  the 
PRMR  for  idiopathic  hypertensive  disease  of  pregnancy 
was  16  in  1978  and  14  in  1979. 

Information  concerning  the  variety  and  prevalence  of 
risk  factors  was  useful  to  the  Puerto  Rico  Department  of 
Health  in  establishing  priorities  and  developing  recom- 
mendations aimed  at  reducing  pregnancy-related  morta- 
lity in  Puerto  Rico.  Since  idiopathic  hypertensive  disease 
of  pregnancy  was  the  foremost  medical  risk  factor,  the 
Department  of  Health  has  given  a high  priority  to 
improving  and  expanding  prenatal  care  with  emphasis  on 
the  early  diagnosis  and  management  of  hypertensive 
disease  of  pregnancy.  A program  of  continuing  health 
education  for  nurses  in  prenatal  clinics  has  already  been 
initiated.  While  the  Department  of  Health  encourages 
pregnant  women  to  begin  prenatal  care  during  the  first 
trimester  and  continue  regular  care  throughout  preg- 
nancy, the  Annual  Report  of  Health  Statistics  for  1979- 
1980  notes  that  63%  of  women  who  obtained  prenatal 
care  from  Department  of  Health  facilities  initiated  care 
beyond  the  first  trimester.’^,  ” When  prenatal  services 
have  been  expanded,  the  Department  of  Health  plans  to 
increase  health  education  in  the  community  to  remind 
women  that  early  and  regular  prenatal  care  is  important 
to  their  health  and  to  the  health  of  their  offspring. 

This  study  of  pregnancy-related  mortality  in  Puerto 
Rico  in  1978  and  1979  increased  our  appreciation  of  the 
variety  and  importance  of  risk  factors  associated  with 
pregnancy  related  deaths.  We  analyzed  deaths  in  terms  of 
multiple  factors  rather  than  categorizing  deaths  by  the 
single  condition  coded  as  the  underlying  gause  of  death, 
which  further  increased  our  understanding  of  the  range 
and  relative  importance  of  risk  factors  associated  with 
pregnancy-related  deaths.  We  calculated  a pregnancy- 
related  mortality  ratio  (PRMR)  for  risk  factors  which 
allowed  us  to  compare  the  relative  importance  of  risk 
factors  between  populations  and  over  time.  The  evalua- 
tion of  risk  factors  associated  with  pregnancy-related 
deaths  was  useful  in  making  program  decisions  aimed  at 
reducing  pregnancy-related  mortality  in  Puerto  Rico. 

We  should  evaluate  risk  factors  associated  with 
pregnancy-related  deaths  throughout  the  United  States 
through  surveillance  of  pregnancy-related  mortality 
coordinated  on  a national  level.  As  we  increase  our 
understanding  of  the  risk  factors  associated  with 
pregnancy-related  deaths,  we  can  establish  priorities  and 
develop  strategies  for  reducing  pregnancy-related  morta- 
lity on  a national,  regional,  and  state  level. 


Acknowledgements 

The  authors  wish  to  thank  Carl  W.  Tyler,  M l).,  Roger  W. 
Rochat,  M.I).,  David  A.  Grimes,  M.D.,  and  Howard  W.  Ory,  M.D,, 
for  their  critical  review  of  the  manuscript  and  helpful  suggestions. 


5 


Mark  E.  Speckhard.  M.D.,  MPH,  et  al 


Vol.  78  Núm.  I 


Resumen:  La  vigilancia  epidemiológica  intensiva  pro- 

veyó una  mejor  apreciación  de  la  variedad  e importancia  de 
los  factores  de  riesgo  para  muertes  relacionadas  al  emba- 
razo en  Puerto  Rico  en  1978  y 1979,  mediante  la  identifi- 
cación de  45  muertes  relacionadas  al  embarazo,  en  adición 
a las  17  notificadas  a través  de  estadísticas  vítales.  El 
análisis  de  muertes  relacionadas  al  embarazo,  por  factor  de 
riesgo  en  vez  de  por  causa  subyacente  de  muerte,  dio  un 
estimado  más  exacto  de  la  prevalencia  de  condiciones  aso- 
ciadas a mortalidad  relacionada  al  embarazo.  El  calcular 
razones  de  mortalidad  relacionada  al  embarazo  para 
factores  de  riesgo  permitió  comparar  fácilmente  el  ef^ecto 
de  estos  factores  en  la  mortalidad  relacionada  al  embarazo 
a través  del  tiempo.  La  evaluación  de  factores  de  riesgo 
asociados  a muertes  relacionadas  al  embarazo  resultó  útil 
para  establecer  prioridades  y desarrollar  recomendaciones 
dirigidas  a reducir  la  mortalidad  relacionada  al  embarazo 
en  Puerto  Rico. 
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Carcinoid  Syndrome  at  the 
Puerto  Rico  Medicai  Center: 
1976-1983 


Carcinoid  tumors  are  neoplasms  arising  from  ente- 
rochromaffin  cells  of  the  gastrointestinal  tract  and 
other  organs  deriving  from  the  endoderm.  In  the  gastro- 
intestinal tract,  carcinoids  are  most  frequently  incidental 
findings,  but  on  rare  occasions  may  produce  an 
interesting  syndrome  caused  by  the  production  of  various 
active  substances  by  the  tumor.  The  most  important  of 
these  substances  is  serotonin,  but  others  identified 
include  5-hydroxytriptamine,  histamine,  kinins,  pros- 
taglandins, catecholamines,  gastrin,  insulin,  adenocor- 
ticotropic  hormone,  glucagon,  motilin,  enkephalin  and 
B-endorphins. 

In  an  attempt  to  determine  the  behavior  of  this 
condition  in  our  population,  we  reviewed  the  experience 
with  this  tumor  at  the  Puerto  Rico  Medical  Center  from 
1976  to  1983. 

Materials  & Methods 

All  cases  with  the  histologic  diagnosis  of  carcinoid 
tumor  were  obtained  from  the  Department  of  Surgical 
Pathology  between  1976  and  1983.  Autopsies  were 
excluded.  Twenty  six  cases  were  identified  and  the  clinical 
records  of  these  patients  were  reviewed.  Age,  sex, 
presenting  symptoms,  physical  findings,  clinical  impre- 
sión, tumor  location  and  evidence  of  metastases  were 
recorded.  These  26  patients  were  classified  into  two 
groups,  according  to  whether  they  had  the  carcinoid 
’syndrome  or  not. 

Results 

Twelve  patients  had  carcinoid  syndrome,  and  fourteen 
had  the  tumor  discovered  incidentally.  The  total  group 
was  composed  of  12  males  and  14  females,  with  an  equal 
distribution  of  the  syndrome  in  both  groups. 

The  mean  age  of  patients  with  carcinoid  syndrome  was 
58  (range  21-71),  while  in  those  without  the  syndrome  it 
was  24  (range  10-50). 

In  the  14  patients  in  which  the  diagnosis  was  made 
incidentally,  this  was  done  by  appendectomy  in  11, 
sigmoidoscopy  and  biopsy  in  1 and  polypectomy  in  1. 

The  tumor  was  found  in  the  appendix  in  13  of  the  26 
cases,  the  ileum  in  6,  the  rectum  in  5 and  the  colon  in  2. 
The  most  common  site  in  patients  with  carcinoid 
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syndrome,  however,  was  the  ileum  (5  patients),  followed 
by  the  appendix  and  rectum  (2 each)  and  finally  the  colon 
(1  patient).  The  appendix  was  by  far  the  most  frequent 
site  of  carcinoid  in  patients  without  the  syndrome 
(10  of  14). 

The  presenting  complaint  of  patients  with  carcinoid 
syndrome  is  shown  in  table  I.  Eight  patients  with  the 
syndrome  complained  of  abdominal  pain,  five  had 
diarrhea,  four  had  signs  of  intestinal  obstruction,  three 
had  constipation,  and  two  each  had  rectal  bleeding, 
flushing  and  bronchospasm. 

Fourteen  of  the  twenty  six  patients  were  evaluated  for 
metastatic  disease,  either  by  liver  scan  or  exploratory 
laparotomy.  Five  had  liver  metastases  at  the  time  of 
diagnosis,  all  five  had  the  carcinoid  syndrome. 

At  the  time  of  this  study,  25  of  the  26  patients  were 
alive,  and  one  died  of  myocardial  infarction.  Survival  in 
patients  with  metastatic  disease  was  5 years  in  four 
patients  and  3 years  in  the  other. 


TABLE  I 


Presenting  Symptom  in  Patients  with  Carcinoid  Syndrome 


Symptom 

Rios  & Torres 

Wareing  & 
Sawyers 

Martensson  & 
Noblin 

% 

% 

% 

Diarrhea 

33 

20 

36 

Abdominal 

Pain 

50 

46 

26 

Rectal  Bleeding 

8,5 

5 

6 

Intestinal 

Obstruction 

8.5 

5 

22 

Flush 

0 

10 

16 

Bronchospasm 

0 

8 

0 

Other 

0 

6 

4 

Total  patients 

12 

94 

156 

Discussion 

Carcinoid  tumors  are  found  in  1.5%of  all  autopsies,*’  * 
and  90%  arise  in  the  gastrointestinal  tract.*’  **  The  most 
frequent  location  is  the  appendix*»  ’ and  40%  are  said  to 
be  multiple.'»  ^»  ^ A ratio  of  female:  male  of  2: 1 has  been 
reported.*»  ^ 

In  our  series  of  26  patients,  the  female:  male  ratio  was 
1.1:1.  Wareing  and  Sawyers  reported  a similar  incidence  in 
females  and  males  (49  and  45),^  while  Martensson  and 
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Noblin  had  a predominance  of  males  (92  vs  64)  in  their 
group.’  There  was  a tendency  towards  finding  incidental 
tumors  at  a later  age  in  these  two  series  as  compared  to 
ours,  but  this  difference  can  be  explained  by  the  inclusion 
of  autopsies  in  these  studies. 

Presenting  symptoms  in  the  three  series  are  compared 
in  table  I,  abdominal  pain  being  the  most  common. 

Primary  tumors  giving  rise  to  the  carcinoid  syndrome 
were  most  frequent  in  the  ileum  in  all  three  series  (Rios- 
41%,  Wareing-43%,  Martensson-5 1%),  followed  by  the 
appendix  in  second  place  and  rectum  in  third  place. 

Five  year  survival  in  patients  with  metastic  disease  was 
80%  in  our  series.  Wareing  and  Sawyers  reported  85% 
survival  and  Martensson  and  Noblin  found  61%. 

The  treatment  of  this  condition  consists  of  resection  of 
the  primary  lesion  when  there  is  no  evidence  of 
metastases,  since  all  extrappendiceal  tumors  are  felt  to  be 
malignant  and  have  a potential  for  metastases.^  The 
symptomatic  patient  will  usually  have  widespread  disease 
at  the  time  of  diagnosis."*’  * Resection  of  hepatic  metas- 
tases, and  hepatic  artery  ligation  have  been  attempted  in 
some  cases. * Radiotherapy  is  not  useful  due  to  the 
resistance  of  the  tumors  to  this  treatment.*’  Chemothe- 
rapy with  various  agents,  including  5-fluorouracil,  cyclo- 
phosphamide, methotrexate  and  streptozotocin  has 
yielded  poor  results.*’  ’’  In  our  patient  with  metastasis, 
treatment  was  symptomatic  only. 

We  conclude  that  carcinoid  syndrome  is  a rare  occur- 
rence in  our  population.  We  found  an  equal  distribution 
in  both  sexes,  with  a mean  age  of  58  at  the  time  of 
diagnosis.  The  most  frequent  site  for  the  primary  tumor 
in  patients  with  the  carcinoid  syndrome  was  the  ileum. 
Although  42%  had  metastases  at  the  time  of  diagnosis, 
five  year  survival  was  good. 

Summary:  Twenty-six  patients  with  the  histologic 

diagnosis  of  carcinoid  tumor  were  seen  in  the  Puerto  Rico 
Medical  Center  from  1976  to  1983.  Twelve  of  these  had  the 
carcinoid  syndrome.  Presenting  symptoms,  site  of  tumor, 
presence  of  metastases  and  survival  were  evaluated,  and 
comparison  with  two  large  published  series  done. 
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Mammography 
can  detect 
breast  cancers 
even  smaller 
than  the  hand 
can  feel. 


Low-dose  breast  x-ray. 
mammography,  is  giving  hope 
that  the  leading  cause  of  cancer 
deaths  in  women  will  be  greatly 
diminished. 

We  urge  women  without 
symptoms  of  breast  cancer,  ages 
35  to  39,  to  have  one  mammo- 
gram for  the  record,  women  40 
to  49  to  have  a mammogram 
every  1 to  2 years,  and  women 
50  and  over,  one  a year.  Breast 
self-examination  is  also  an  impor- 
tant health  habit  and  should  be 
practiced  monthly.  Ask  your 
local  Cancer  Society  for  free 
leaflets  on  both  subjects. 
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Phonopneumography 

Manuel  F.  Casanova,  M.D.* 
Basil  Vassos,  Ph.D.** 
Edwin  Mejias,  M.D.*** 


Abstract:  Eight  patients  with  arthritis  of  the  knee  were 

studied  using  a rectifying-demodulating  phonopneumo- 
graph.  The  graphs  obtained  were  compared  with  those  of  1 1 
control  patients.  Two  types  of  curves  were  identified:  one 
had  smooth  contours  and  was  commonly  observed  in 
normal  patients;  the  second  type  of  curve  was  characterized 
by  multiple  peaks.  This  curve  occurred  in  both  normal  and 
pathological  joints;  however,  they  predominated  in  the 
latter.  The  present  report  suggests  that  these  multiple  peaks 
correspond  to  sound  produced  by  fixed  structures  within  or 
around  the  joint. 

During  the  last  decade,  medicine  in  general  has 
benefited  from  the  discovery  of  numerous  nonin- 
vasive  procedures  which  have  permitted  the  clinician  to 
corroborate  a diagnosis  in  a harmless  manner  on  those 
occasions  when  either  history  and/or  physical  examina- 
tion were  equivocal.  The  present  report  is  an  attempt  to 
expound  such  a method  as  applied  to  rheumatology.  The 
instrument  employed  is  a rectifying-demodulating  pho- 
nopneumograph  (RDP),  and  its  use  is  based  on  the 
premise  that  a moving  arthritic  joint  produces  a different 
sound  (crepitation)  than  a normal  articulation.’’  ^ 

Materials  and  Methods 

Eight  patients  with  a diagnosis  of  arthritis  affecting  the 
knee  were  selected  from  the  rheumatology  clinics  at  the 
Veterans  Administration  Hospital  of  Puerto  Rico  and  the 
Johns  Hopkins  Hospital.  Diagnosis  was  based  on 
history,  physical  examination,  x-rays  and,  where  appro- 
priate, laboratory  tests  including  urinalysis,  blood 
chemistries,  serum  proteins,  complete  blood  cell  counts, 
rheumatoid  factor,  antinuclear  factor,  and  erythrocyte 
sedimentation  rate.  Seven  patients  had  osteoarthritis, 
and  one  had  psoriatic  arthritis.  Tracings  were  performed 
with  RDP  and  compared  to  those  of  1 1 control  patients 
without  evidence  of  joint  pathology. 
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Tracings  were  always  obtained  from  the  medial  hollow 
beneath  the  patella.  A room  and  examiner’s  chair 
selected  for  their  noise-free  qualities  were  employed. 
Patients  were  seated  on  a table  which  allowed  free  flexion 
and  extension  of  the  knee,  and  clothing  which  could 
create  friction  was  removed.  The  procedure  was  fully 
explained  to  patients  in  order  to  place  them  at  ease  and  to 
establish  rapport.  Once  the  patient  was  at  ease,  he  was 
instructed  to  let  his  leg  hang  limply.  Tracings  were 
obtained,  while  the  examiner  alternately  flexed  and 
extended  the  leg  some  30-40°  from  the  original  position. 
After  many  trials,  only  those  tracings  judged  to  be 
representative  by  the  examiners  were  recorded  and 
analyzed. 

In  the  machine  designed  for  the  study,  an  RDP,‘”^  a 
microphone  or  headpiece  transforms  vibrations  into  a 
voltage  by  means  of  the  piezoelectric  effect.  The  voltage  is 
then  amplified,  rectified,  demodulated,  and  filtered. 
Several  bands  of  frequencies  can  be  passed  selectively  and 
their  slopes  checked  for  transients  by  means  of  amplitude 
filters.  A 60- Hz  notch  filter  diminishes  line  interferences. 
Two  outputs  were  obtained.  The  first  was  a graphical 
interpretation  of  the  initial  frequency  envelope  in  an 
oscilloscope  with  storage  capacity.  Rapid  excursions 
were  faithfully  obtained  through  a loudspeaker  which 
reproduced  the  initial  band  of  frequencies  filtered.  A 
stethoscope  was  adapted  to  the  machine  in  order  to 
prevent  feedback.  The  second  output  was  a 2900-Hz 
speaker  which  delivers  an  audible  output  which  varies  in 
amplitude  rather  than  frequency. 

Recording  conditions  included  a 0.2-second-per- 
division  scale  in  the  horizontal  axis  of  the  oscilloscope 
screen  and  a 1-volt-per-division  scale  for  vertical  deflec- 
tion. The  lowest  band  pass  filter  was  selected  which 
ranged  from  100-150  Hz.  The  output  filter  was  a 10-Hz 
low-pass  type. 

Results 

Waves  in  normal  patients  had  a predominantly  smooth 
contour  (Fig.  1),  while  tracings  from  patients  with  a 
pathological  joint  exhibited  a decomposition  of  the 
upward  slope  into  several  distinct  peaks  (Fig.  2).  Results 
varied  with  the  speed  at  which  the  joint  was  moved. 
Slower  speed  gave  more  information  than  higher  speeds, 
and  fast  movement  of  pathological  joints  gave  indis- 
tinguishable results  from  those  of  normal  patients. 

Peaks  in  the  upswing  of  curves  could  be  divided  into 
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the  lower,  middle,  and  upper  (bifid  peaks)  thirds.  Decom- 
position of  peaks  was  observed  in  normal  persons  and 
was  present  in  <40%  of  waves  displayed  on  the  oscillos- 
cope screen.  The  same  phenomenon  was  observed  in  the 
majority  (80-100%)  of  waves  of  arthritic  patients. 

Sharp,  brisk  peaks  (except  when  induced  by  voluntary 
contraction)  performed  with  proper  speed  were  rarely 
seen  in  arthritic  joints.  Such  a finding,  when  numerous, 
strongly  suggested  normality.  Multiple  peaks  per  wave 
on  either  flexion  or  extension  were  observed  in  both 
arthritic  and  normal  joints.  They  were,  however,  much 
more  numerous  in  afflicted  articulations. 


OUTPUT 

V 


TIME  SEC. 


Figure  1.  Graphic  representation  of  oscilloscope  recording 
showing  multiple  sharp  and  smooth  waves — a characteristic  of 
normal  patients.  (Scale:  0.2  second  per  division  in  horizontal  axis 
and  1.0  volt  per  division  in  vertical  axis) 
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Figure  2.  Graphic  representation  of  oscilloscope  recording  in  a 
patient  with  psoriatic  arthritis  showing  waves  of  multiple  peaks. 
(Scale:  0.2  second  per  division  in  horizontal  axis  and  1.0  volt  per 
division  in  vertical  axis) 


Discussion 

The  instrument  employed  in  our  study,  a newly 
designed  RDP,‘’  ^ employs  a piezoelectric  crystal 
microphone  in  order  to  transform  vibrations  into 
voltages.  The  microphone  was  always  held  carefully  with 
the  hand  in  order  to  prevent  any  unwanted  fluctuations  in 
pressure.  Increased  tightness  of  the  skin  has  the  theorical 
disadvantage  of  attenuating  every  important  lower 
frequencies;  therefore,  suction  cups  could  be  the  method 
of  choice  in  the  future.  Noise  is  reduced  by  close  contact 
of  the  microphone  with  the  skin.  A bell  type  of  headpiece 
was  employed  in  the  transducer  due  to  the  poor  apposi- 
tion of  those  using  a diaphragm.  The  diameter  of  the  bell 
type  of  headpiece  used  prevented  a proper  register  from 
small  articulations.  Therefore,  the  knee  was  selected  as 
the  most  suitable  joint. 

RDP,  as  the  name  implies,  rectifies  and  demodulates 
voltage  obtained  f rom  a transducer.  The  final  voltage  can 
then  be  stored  for  visual  analysis  in  either  and  oscillos- 
cope or  chart  recorder.  An  optional  attachment  to  a 
2900-Hz  speaker  is  available,  and  the  audible  output 
from  this  loudspeaker  varies  in  amplitude  rather  than 
frequency.  This  attachment  compensates  for  the  natural 
bias  of  the  ear  to  interpret  higher  frequencies  as  being 
louder  than  lower  ones. 

RDP  is  a very  sensitive  technique  capable  of  detecting 
muscle  contractions.  Deflections  caused  by  muscle 
contraction  can  be  recognized  by  the  abrupt  upswing 
from  the  baseline  and  large  amplitude.  When  present  in 
large  numbers,  muscle  contraction  deflections  can  hide 
those  produced  by  the  joint  structure.  For  this  reason,  the 
patient  is  instructed  to  let  his  leg  hang  limply  while  the 
examiner  moves  it.  Even  when  employing  this  procedure, 
involuntary  muscle  contractions  may  be  detected.  A 
useful  strategy  under  this  circumstance  is  to  instruct  the 
patient  to  look  upwards  and  count  to  100. 

The  use  of  a RDP  in  our  study  is  based  on  the  simple 
observation  that  arthritic  joints  often  produce  a different 
type  of  noise  than  normal  joints.  One  may  imagine  that 
this  information  may  be  easily  obtained  by  simple 
palpation,  but  the  pathophysiological  intricacies  of  large- 
joint  arthritis  are  such  that,  in  several  instances, 
abnormal  joints  with  no  palpable  abnormalities  gave 
highly  abnormal  tracings.  Furthermore,  joints  of  control 
patients  with  palpable  crepitation  always  gave  normal 
tracings. 

Recordings  were  best  obtained  with  a band-pass  filter 
of  100-150  Hz.  We  believe  that  lower  frequencies  can  give 
even  better  results.  Higher  filtration  with  the  low-pass 
filters  obscured  information,  and  10  Hz  was  thus  felt  to 
be  completely  satisfactory.  Tracings  obtained  under 
these  conditions  were  of  two  major  types.  A smooth 
curve,  especially  when  sharp  and  seen  on  multiple  occa- 
sions on  the  screen,  was  characteristic  of  normal  indivi- 
duals. A decomposed  curve  could  be  obtained  from  both 
pathological  and  normal  joints.  This  type  of  graph 
occurred  much  more  frequently  in  the  upswing  of  the 
curve.  Those  in  the  lower  third  were  interpreted  cau- 
tiously as  patients  may,  on  certain  occasions,  oppose  the 
initial  thrust  of  movement  by  the  examiner  and  create  a 
muscle  artifact  in  this  region.  Bifid  peaks  may  be  impor- 
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tant  but  are  also  occasionally  observed  with  rebound 
excursions.  We  also  observed  bifid  peaks  when  the  arch 
of  motion  is  carried  with  the  foot  dorsiflexed.  The  latter 
may  then  be  a useful  sign  indicating  that  the  patient  is  not 
completely  relaxed.  Disregarding  those  peaks  produced 
by  muscle  movement,  we  believe  that  these  peaks 
represent  sound  produced  on  movement  of  the  knee  by 
the  forced  apposition  of  specific  anatomical  landmarks 
within  or  near  the  joint.  Further  localization  to  bone, 
cartilage,  tendon,  ligament,  or  a combination  of  the 
above,  at  this  moment,  is  impossible. 

Conclusions 

This  preliminary  communication  hopes  to  convey  a 
new  noninvasive  method  for  the  diagnosis  of  arthritis 
affecting  the  knee.  Findings  at  present  corroborate  the 
impression  that  an  arthritic  joint  can  be  distinguished 
from  a normal  one  by  the  type  of  noise  produced  during 
movement.  RDP  will  lend  a higher  degree  of  confidence 
in  a diagnosis  of  arthritis  when  either  history  or  physical 
examination  still  leaves  the  examiner  in  doubt. 


Resumen;  Ocho  pacientes  con  artritis  de  la  rodilla 
fueron  estudiados  con  un  fonopneumógrafo  rectificador- 
demoduiador.  Las  gráficas  asi  obtenidas  fueron  compara- 
dos con  las  de  11  pacientes  controles.  Dos  tipos  de  ondas 
fueron  identificadas.  Una  tenía  contornos  lisos  y se  observó 
comunmente  en  pacientes  normales.  El  segundo  tipo  de 
onda  se  caracterizó  por  múltiples  picos.  Esta  onda  de 
múltiples  picos  predominó  en  pacientes  artríticos.  Los 
autores  especulan  que  los  picos  observados  corresponden  a 
sonidos  producidos  por  estructuras  fijas  dentro  o alrededor 
de  la  articulación  estudiada. 
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Emergency  pulmonary  embolectomy  is  reserved  for  the 
severely  hypoxic,  hypotensive  patient  who  does  not 
respond  to  the  usual  conservative  treatment.  The 
Procedure  by  itself  carries  a significant  mortality  due,  in  a 
large  measure,  to  the  precarious  state  of  the  patients 
before  operation. ^ We  now  report  the  long  term 
survival  of  a patient  who  underwent  an  emergency 
pulmonary  embolectomy  and  a concomitant  coronary 
artery  bypass  performed  as  a salvage  procedure.  To  our 
knowledge,  this  is  the  first  time  this  combination  of 
operations  is  reported  with  long  term  survival  of  the 
patient. 

Case  Report 

A sixty-three  year  old  physician  with  a 28  year  history 
of  well  controlled  hypertension,  was  hospitalized  for 
evaluation  of  severe,  unstable  angina  pectoris,  recalci- 
trant to  maximum  medical  management.  The  inital 
assessment  revealed  a normotensive  male  with  a regular 
pulse  of  88  per  minute.  There  was  a grade  I I/VI  systolic 
ejection  murmur  at  the  left  sternal  border.  All  peripheral 
pulses  were  palpable  symmetrically  without  bruits. 

The  chest  roentgenogram  was  normal  and  the  electro- 
cardiogram demonstrated  complete  right  bundle  branch 
block.  Cardiac  catherization  revealed  an  ejection  fraction 
of  65%.  Coronary  arteriography  demonstrated  90% 
stenosis  of  the  left  main,  90%  stenosis  of  the  proximal 
right  and  circumflex  and  occlusion  of  the  left  anterior 
descending  coronary  arteries. 
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Two  hours  after  catheterization  while  preparations  were 
being  made  for  emergency  coronary  artery  bypass,  the 
patient  developed  a rapid  rise  in  temperature  to  103°  and 
sudden  left  hemiparesis.  Surgery  was  delayed  and  he  was 
transferred  to  the  intensive  care  unit  in  critical  condition. 
The  patient  stabilized  although  his  left  hemiparesis  did 
not  improve.  Five  days  later  he  became  lethargic  and 
diaphoretic.  The  arterial  blood  gases  levealed  a p02 
of  33.  The  electrocardiograms  were  unchanged.  A 
presumed  diagnosis  of  pulmonary  embolus  was  made 
and  intravenous  heparin  and  other  supportive  measures 
were  started. 

The  following  day,  the  patient  suffered  a sudden 
cardiac  arrest  without  response  to  closed  cardiopul- 
monary resuscitation.  He  was  transferred  to  the 
operating  suite  and  placed  on  temporary  femoral  vein  to 
femoral  artery  partial  cardiopulmonary  bypass. 

A median  sternotomy  was  then  performed,  the  superior 
vena  cava  cannulated,  and  totalcardiopulmonary  bypass 
instituted.  Large  clots  were  removed  from  the  main 
pulmonary  artery  (“saddle  embolus”)  and  both  primary 
branches.  When  the  pulmonary  embolectomy  was 
completed,  bypass  grafts  from  the  ascending  aorta  to  the 
posterior  descending,  the  ramus  intermedius  and  the 
obtuse  marginal  coronary  arteries  were  performed  using 
potassium  cardioplegia  and  systemic  hypothermia  (20°C). 
The  left  anterior  descending  coronary  artery  was  very 
small  (1.0mm)  and  had  diffuse  atherosclerotic  changes. 
Weaning  from  cardiopulmonary  bypass  required  mas- 
sive doses  of  inotropic  agents  and  the  insertion  of  an 
intra-aortic  ballon  through  the  contralateral  femoral 
artery.  In  spite  of  balloon  conterpulsation,  prolonged 
circulatory  and  massive  pharmacologic  support  were 
required.  The  patient  was  transferred  to  the  Intensive 
Care  Unit  in  an  agonal  state. 

Though  the  patient  continued  in  critical  condition, 
slow  improvement,  marked  by  increased  cardiac  output 
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and  improved  renal  function,  permitted  the  reduction  of 
pharmacological  support.  He  became  responsive  appro- 
ximately twelve  hours  after  surgery.  On  the  fifth  posto- 
perative day,  he  underwent  removal  of  the  intra-aortic 
balloon,  insertion  of  a Greenfield  vena  cava  filter’  and  a 
tracheostomy.  His  recovery  continued  and  by  the  third 
postoperative  week  he  was  transferred  out  of  the 
Intensive  Care  Unit. 

The  left  hemiplegia  gradually  resolved  with  intensive 
physical  therapy.  On  the  forty-third  postoperative  day, 
he  was  discharged  with  plans  to  continue  his  rehabilita- 
tion program. 

At  the  present  time,  five  years  later,  the  patient  has  full 
use  of  his  left  arm  and  can  walk  without  assistance.  He  is 
free  of  chest  pain  on  a minimal  medical  regimen. 
Although  he  retired  from  his  medical  practice,  he  is 
actively  involved  in  community  activities. 

Discussion 

The  patient  described  had  an  unusual  combination  of 
problems  which  required  surgical  management.  His 
severe  left  main  coronary  artery  stenosis  was  to  have  been 
treated  by  a coronary  artery  bypass  which  was  delayed 
due  to  his  right  hemiparesis.  His  cardiac  arrest,  the  result 
of  a massive  pulmonary  embolus,  demanded  surgical 
intervention.  It  was  our  judgement  that  the  patient  would 
not  have  survived  without  performing  both  the  pulmo- 
nary embolectomy  and  the  coronary  artery  bypass.  To 
our  knowledge,  this  is  the  only  reported  case  of  the 
concomitant  treatment  of  these  conditions  with  long 
term  survival. 


PREGNANT 
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Resumen:  La  embolectomia  pulmonar  es  el  último 

recurso  usado  en  pacientes  con  embolia  pulmonar  cuando 
estos  se  encuentran  severamente  bipoxicos  e hipotensos.  La 
mortalidad  es  alta  debido  a la  condición  precaria  en  que  se 
encuentran  estos  pacientes.  Presentamos  el  caso  de  un 
paciente  de  63  años,  el  cual  sufrió  cardiáco  debido  a 
embolia  pulmonar  24  boras  después  de  angiografía 
coronaria  demostrara  estrechez  severa  de  la  coronaria 
izquierda  común  y enfermedad  de  los  tres  sistemas 
coronarios.  Usando  circuito  extracorporeo,  coágulos 
fueron  removidos  de  las  arterias  pulmonares  derecha, 
izquierda  y común  seguido  de  revascularización  al 
miocardio  con  vena  safena. 

Después  de  un  periodo  post-operatorio  crítico  y 
prolongado,  el  paciente  fue  dado  de  alta  a los  43  días.  Hoy  5 
años  más  tarde,  vive  una  vida  productiva  y sin  síntomas. 
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If  you  are  pregnant  or 
planning  a family,  here  are 
three  good  reasons  to  quit 
smoking  now: 

1.  Smoking  retards  the 
growth  of  your  baby  in  your 
womb. 

2.  Smoking  increases  the 
incidence  of  infant  mortality. 

3.  Your  family  needs  a 
healthy  mother. 

Please  don’t  smoke  for  your 
baby’s  sake. 

And  yours. 
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infecciones  urinarias  nosocomiales  en  pacientes  con 
catetei  uretral  es  10%  en  un  hospital  sin  programa  de 
control  de  infecciones,  se  deben  tomar  medidas  para  que 
la  tasa  baje  a por  lo  menos  un  8%  (un  20% de  reducción). 
No  es  lógico  asignar  recursos  de  un  hospital  para  recoger 
estos  datos  de  referencia  en  vez  de  dedicarlos  a implantar 
un  sistema  de  control  de  infecciones.  La  mayoría  de  los 
hospitales  en  Puerto  Rico  tienen  estos  sistemas  en  funcio- 
namiento desde  1978  (y  algunos  desde  mucho  antes), 
pero  la  información  que  recogen  no  ha  sido  publicada. 

“Para  1990,  el  95%  de  las  facilidades  con  licencia  para 
el  cuidado  de  pacientes  deben  aplicar  las  prácticas 
recomendadas  para  controlar  infecciones  nosocomiales.” 

La  mayoría  de  los  hospitales  de  Puerto  Rico  tienen  un 
programa  de  control  de  infecciones  que  se  dedica  a 
diseminar  y enforzar  las  recomendaciones  del  comité  de 
control  de  infecciones  del  hospital.  No  hay  información 
publicada  sobre  la  existencia  de  sistemas  similares  en 
facilidades  no  hospitalarias,  tales  como  asilos  de 
ancianos.  Seria  muy  útil  contar  con  una  descripción  de 
los  programas  existentes  en  la  isla  y con  un  análisis  de  las 
razones  que  favorecen  o atrasan  la  formación  de 
programas  de  control  de  infecciones  en  los  hospitales.^ 
Voy  a proponerles  a todos  ustedes,  y específicamente  a 
los  miembros  del  Grupo  de  Enfermeras,  Enfermeros  y 
Oficiales  de  Epidemiología,  unos  objetivos  para  1990. 
Pero  antes,  permítanme  hacer  una  breve  reseña  de  la 
historia  de  ese  Grupo.  En  los  archivos  de  la  División  de 
Epidemiología  tenemos  las  minutas  de  su  primera 
reunión,  y se  las  voy  a leer. 

“22  julio  1977 

MINUTAS  PRIMERA  REUNION 
ENFERMERAS  EPIDEMIOLOGAS  DE  P.R. 

Sitio:  Hospital  Auxilio  Mutuo 

Anfitriones:  Sra.  Olga  Martínez 
Sr.  Francisco  Aponte 

Presentes:  Anatilde  Lugo  — Hospital  Municipal 

de  San  Juan 

Rosa  María  Pérez  — Hospital  Sub-Regional 
de  Caguas 

Norma  Pagán  — Hospital  del  Maestro 
Ana  Rosa  Gispert  — Hospital  Universitario 
Ana  T.  Pérez  — Clínica  Dr.  Juliá 
Paula  Babilonia  — Centro  Médico-Mayagüez 
Marta  Figueroa  — Hospital  de  Veteranos 
Olga  Martínez  — Hopital  Auxilio  Mutuo 

Ausentes:  Sra.  Esther  Picart  — Santo  Asilo  de  Damas 
Srta.  Suárez  — Hospital  Distrito  Ponce 

Se  comenzó  la  reunión  a las  2:30  PM  con  la  presentación 
de  cada  unas  de  las  enfermeras  epidemiólogas,  con  una 
breve  reseña  de  su  posición,  inquietudes  y problemas. 
La  Srta.  Norma  Pagán  relató  sus  experiencias  del  viaje  a 
‘Center  for  Disease  Control’  en  Atlanta,  Georgia,  donde 
asistió  al  curso  de  ‘Hospital  Infection  Surveillance  and 
Control’. 

Se  acordó  reunir  el  grupo  mensualmente  en  los  diferentes 


hospitales.  Se  decidió  que  el  puesto  o posición  de  presi- 
dente y secretaria  debía  [ser]  con  carácter  rotativo. 

Se  presentó  la  película  ‘Infection  Control  Nurse’. 

El  grupo  seleccionó  a la  Srta.  Anatilde  Lugo  para  presi- 
denta de  la  próxima  reunión,  y se  señaló  ésta  para  el 
19  de  agosto  a las  10:00  AM,  en  el  Hospital  Municipal. 
La  reunión  finalizó  a las  4:30  PM. 

(firmado)  Marta  Figueroa  Vergne.” 

Yo  asistí  a la  segunda  reunión,  recién  llegado  al 
Programa  de  Control  de  Enfermedades  Trasmisibles  del 
Departamento  de  Salud.  Mis  notas  a las  minutas  de  la 
primera  reunión  dicen:  “Se  necesita  —vigilancia,  educa- 
ción de  asepsis,  control  de  antibióticos  por  la  farmacia. 
Hay:  falta  de  facilidades  de  aseo,  falta  de  batas,  mascari- 
llas, etc.  Queremos  ‘Infectious  Disease  Nurse’  en  cada 
hospital  de  área.” 

De  1977  a 1985,  el  Grupo  de  Enfermeras,  Enfermeros  y 
Oficiales  de  Epidemiología  ha  crecido  enormemente,  e 
incluye  representantes  de  casi  todos  los  hospitales  de  la 
isla.  El  grupo  ya  ha  sobrevivido  el  periodo  en  que  los 
directores  son  los  miembros  fundadores.  Esto  es  un  testi- 
monio a la  sabiduría  e integridad  profesional  de  las  fun- 
dadoras, y a la  habilidad  de  las  directivas  más  recientes. 
La  asociación  se  ha  convertido,  informalmente,  en  un 
recurso  de  consulta  para  sus  propios  miembros.  Las 
enfermeras  de  mucha  experiencia  pueden  orientar 
fácilmente  a quien  entra  como  novato,  y la  diversidad  de 
tipos  de  hospitales  produce  epidemiólogos  y epidemió- 
logas con  destrezas  diversas.  El  valor  educativo  de  las 
reuniones  mensuales  del  grupo  ha  recibido  recono- 
cimiento y los  asistentes  obtienen  créditos  de  educación 
profesional  continua. 

Para  los  colegas  de  la  salud  en  Puerto  Rico,  el  logro 
más  visible  de  esta  asociación  ha  sido  la  serie  de 
Seminarios  de  Infecciones  Nosocomiales  que  se  han 
ofrecido  desde  1978,  y que  hoy  continuamos,  con  el 
séptimo  en  la  serie.  Es  obligado  mencionar  aquí  que,  en 
todos  ellos,  la  asociación  ha  contado  con  el  respaldo  del 
Sr.  Víctor  Torres,  y de  su  compañía,  la  casa  farmacéutica 
Upjohn.  Fuera  de  la  isla,  la  organización  de  comités  de 
control  de  infecciones  en  Puerto  Rico  ha  tenido  impacto  a 
través  de  la  publicación  de  las  “Técnicas  de  aislamiento 
para  uso  en  hospitales”,  el  clásico  manual  de  “Centers  for 
Disease  Control”,  que  fue  traducido  por  personal  de  la 
División  de  Epidemiología,  principalmente  nuestra 
enfermera,  la  Sra.  Virginia  Valentín,  quien  entonces 
formaba  parte  de  esta  asociación.  El  libro,  publicado  por 
la  Organización  Panamericana  de  la  Salud  en  1979,  sigue 
en  uso  en  toda  Hispanoamérica. 

Aunque  desde  1977  ha  habido  en  Puerto  Rico  gran 
progreso  en  el  control  de  las  infecciones  nosocomiales, 
quedan  todavía  problemas  crónicos  que  hay  que 
eliminar.  También  hay  que  evitar  las  trampas  del  aisla- 
miento insular  y el  estancamiento  o aplatanamiento 
burocrático.  Por  eso  quiero  traer  a su  atención  una  serie 
de  objetivos  locales  para  1990.  Los  he  organizado  en  tres 
temas  (ver  tabla):  Mejoramiento  de  los  servicios  al 
paciente.  Mejoramiento  e integración  profesional,  y 
Diversificación  de  los  métodos  de  vigilancia  epidemio- 
lógica. 
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Tabla  I 


Objetivos  locales  a considerar  para  1990  en  la  vigilancia  y el 
control  de  infecciones  nosocomiales 


’Mejoramiento  de  los  servicios  al  paciente 

1.  Para  1990,  ningún  hospital  tendrá  escasez  de  los  servicios  básicos 
de  higiene  y aislamiento,  como  jabón,  toallas,  batas,  mascarillas,  y 
facilidades  para  lavado  de  manos. 

2.  Para  1990,  en  diciembre  y julio  no  ocurrirán  brotes  ocasionados 
por  escasez' previsible  de  personal. 

3.  Para  1990,  todos  los  hospitales  tendrán  un  programa  decontrol  de 
infecciones  con  los  elementos  necesarios  para  que  sea  eficaz. 

’Mejoramiento  e integración  profesional 

4.  Para  1990  por  lo  menos  50%  de  los  oficiales  de  control  de 
infecciones  nosocomiales  habrán  tomado  y aprobado  el  examen  de  la 
Junta  de  Certificación  para  Control  de  Infecciones  (“Certification 
Board  of  Infection  Control”). 

5.  Para  1990,  por  lo  menos  un  estudio  llevado  a cabo  en  Puerto  Rico 
por  un  oficial  de  control  de  infecciones  será  presentado  oralmente  y 
publicado  en  una  revista  científica. 

6.  Para  1990,  el  Grupo  de  Enfermeras,  Enfermeros  y Oficiales  de 
Epidemiología  (GEOE)  se  integrará  al  Colegio  de  Profesionales  de 
Enfermería  como  un  capítulo  de  especialidad,  y establecerá  su  afiliación 
con  la  Asociación  de  Practicantes  de  Control  de  Infecciones  (“APIC”). 

7.  Para  1990,  la  membresía  del  GEOE  incluirá  personal  de  todos  los 
asilos  de  ancianos  con  más  de  15  asilado. 

’Diversificación  de  los  métodos  de  vigilancia  epidemiológica. 

8.  Para  1990  los  hospitales  regionales  y los  hospitales  privados  de 
tamaño  comparable  utilizarán  un  sistema  para  clasificar  los  pacientes 
por  riesgo  de  infecciones  nosocomiales. 

9.  Para  1990  los  hospitales  regionales  y los  hospitales  privados  de 
tamaño  comparable  tendrán  un  sistema  de  recolección  de  datos  sobre  el 
uso  de  antibióticos  y su  efecto  en  el  control  de  infecciones  nosocomiales. 

10.  Para  1990,  por  lo  menos  el  50%  de  los  hospitales  regionales  y los 
hospitales  privados  de  tamaño  comparable  tendrán  computarizado  su 
sistema  de  vigilancia  de  infecciones  nosocomiales. 


*Mejoramiento  de  los  servicios  al  paciente 

1.  Para  1990,  ningún  hospital  tendrá  escasez  de  los 
servicios  básicos  de  higiene  y aislamiento,  como  jabón, 
toallas,  batas,  mascarillas,  y facilidades  para  lavado  de 
manos. 

El  primer  objetivo  puede  parecer  chocante,  pero  ninguno 
de  ustedes  me  discutirá  que  no  lo  hemos  logrado  todavía. 

El  segundo  objetivo  es  el  siguiente: 

2.  Para  1990,  en  diciembre  y julio  no  ocurrirán  brotes 
ocasionados  por  escasez  previsible  de  personal. 

Este  objetivo  debe  lograrse  sin  obstruir  la  comunicación 
con  la  División  de  Epidemiología,  sino  que  al  contrario, 
hay  que  acelerar  los  avisos  de  enfermedades  de  notifica- 
ción obligatoria. 

Sin  necesidad  de  recordarles  nombres  de  instituciones, 
piensen  en  cuántas  veces  han  visto  brotes  de  infecciones 
nosocomiales  mencionados  en  los  periódicos,  y cuántos 
de  esos  han  ocurrido  en  diciembre  y julio.  Las  noticias 
salen  al  mes  siguiente,  enero  o agosto,  cuando  los  hospi- 
tales se  recuperan  de  las  temporadas  de  vacaciones  y 
entonces  detectan  los  brotes.  Es  indispensable  que  la 
disponibilidad  de  personal  en  esos  meses  se  reexamine  a 
la  luz  de  lo  que  pasa  en  la  isla:  un  gran  número  de 
personas,  en  todas  las  tareas,  se  va  de  vacaciones  o se 
ausenta  sin  previo  aviso.  Hay  menos  enfermeras,  menos 
terapistas,  menos  personal  de  farmacia,  menos  mensaje- 


ros y conserjes,  menos  jabón  y toallas,  menos  batas,  etc., 
etc. 

Como  no  es  posible  evitar  esas  vacaciones,  hay  que 
planificar  para  esas  épocas:  reforzar  la  cantidad  de 
personal,  hacer  planes  de  horarios  con  el  conocimiento 
de  que  hay  gente  que  no  va  a aparecerse,  tener  abastos  de 
batas,  toallas  y medicamentos,  y sobre  todo,  alertar  al 
personal  que  trabaja  en  esas  épocas,  para  que  sepan  que 
cuando  baja  el  personal,  suben  las  infecciones. 

Pasemos  a otro  objetivo: 

3.  Para  1990,  todos  los  hospitales  tendrán  un 
programa  de  control  de  infecciones  con  los  elementos 
necesarios  para  que  sea  eficaz. 

Algunos  de  ustedes  conocerán  el  “SENIC”,  o “Study 
on  the  efficacy  of  nosocomial  infection  control”,  un 
estudio  de  los  “Centers  for  Disease  Control”  que  tomó 
10  años  en  completarse.  Sus  resultados  fueron  publica- 
dos en  el  “American  Journal  of  Epidemiology”  en 
febrero  de  1985. 

“En  una  muestra  representativa  de  los  hospitales 
generales  de  Estados  Unidos,  los  autores  encontraron 
que  el  establecimiento  de  programas  intensivos  de  vigi- 
lancia y control  de  infecciones  estaba  fuertemente 
asociado  con  reducciones  en  las  tasas  de  infecciones 
urinarias  nosocomiales,  infecciones  quirúrgicas,  pulmo- 
nía y bacteremia,  entre  1970  y 1975-76,  aún  controlando 
por  otras  características  de  los  hospitales  y sus  pacientes. 
Los  componentes  esenciales  de  los  programas  efectivos 
incluían  llevar  a cabo  actividades  organizadas  de  vigi- 
lancia y de  control,  y tener  un  médico  efectivo  y entre- 
nado en  el  control  de  infecciones,  una  enfermera(o)  de 
control  de  infecciones  por  cada  250  camas,  y un  sistema 
para  notificar  a cada  cirujano  las  tasas  de  infecciones 
quirúrgicas  en  sus  pacientes.  Los  programas  con  estos 
componentes  redujeron  las  tasas  de  infección  en  sus  hos- 
pitales por  un  32%.  Sin  embargo,  como  relativamente 
pocos  hospitales  tenían  programas  muy  efectivos,  sólo  el 
6%  de  las  (aproximadamente)  2 millones  de  infecciones 
nosocomiales  en  la  nación  estaban  siendo  prevenidas  en 
la  mitad  de  la  década  de  los  70,  dejando  otro  26%  que 
hubieran  podido  ser  prevenidas  mediante  la  adopción 
universal  de  estos  programas.  En  los  hospitales  sin  pro- 
gramas efectivos,  la  tasa  general  de  infecciones  aumentó 
un  18%  entre  1970  y 1976.”^ 

De  nuevo,  los  elementos  necesarios  son: 

llevar  a cabo  actividades  organizadas  de  vigilancia  y 
de  control,  tener  un  médico  efectivo  y entrenado  en  el 
control  de  infecciones,  una  enfermera/o  de  control  de 
infecciones  por  cada  250  camas,  y un  sistema  para 
notificar  a cada  cirujano  las  tasas  de  infecciones  quirúr- 
gicas en  sus  pacientes.  No  se  sorprendan  cuando  venga 
por  ahí  pidiéndolos  el  “Joint  Commission  for  Accredita- 
tion of  Hospitals”. 

Ahora  hablaré  de  los  objetivos  relacionados  con  mejora- 
miento e integración  profesional. 

4.  Para  1990  por  lo  menos  50%  de  los  oficiales  de 
control  de  infecciones  nosocomiales  habrán  tomado  y 
aprobado  el  examen  de  la  Junta  de  Certificación  para 
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Control  de  Infecciones  (“Certification  Board  of  Infection 
Control”) 

La  Junta  de  Certificación  para  Control  de  Infecciones 
endosa  el  concepto  de  certificación  voluntaria  y periódica 
para  todas  las  personas  que  cumplan  los  requisitos  de 
experiencia  y educación  para  ello.  Como  en  toda  nueva 
área  de  especialización,  el  proceso  de  certificación  existe 
para:  proveer  un  “standard”  o fundamento  uniforme  de 
información  deseable  para  quienes  se  dedican  al  control 
de  infecciones  nosocomiales;  estimular  el  crecimiento 
profesional  y el  estudio  individual;  y reconocer  formal- 
mente a aquellas  personas  que  llenen  los  requisitos  para 
certificación,  por  sus  estudios  y experiencias. 

La  publicación  de  estudios  científicos  es  otra  manera 
de  conseguir  crecimiento  profesional,  estudio  individual 
y reconocimiento.  Por  eso  propongo  que, 

5.  Para  1990,  por  lo  menos  un  estudio  llevado  a cabo 
en  Puerto  Rico  por  un  oficial  de  control  de  infecciones 
sea  presentado  oralmente  y publicado  en  una  revista 
científica.  Fíjense  que  no  digo  llevar  a cabo  el  estudio, 
sino  también  presentarlo  ante  un  público  y publicarlo. 
Estas  dos  últimas  fases  son  indispensables  para  cualquier 
trabajo  científico  serio,  y su  preparación  refuerza  el  valor 
profesional  de  quien  las  lleva  a cabo.  Necesitamos  en 
Puerto  Rico  estudios  que  describan  la  situación  actual  de 
las  infecciones  nosocomiales  en  los  hospitales,  las 
ventajas  de  diferentes  tipos  de  vigilancia,  la  efectividad  de 
los  programas  de  control  de  infecciones,  y la  evaluación 
de  soluciones  imaginativas  para  problemas  locales. 

Otra  meta  que  considero  necesaria  es  que 

6.  Para  1990,  el  Grupo  de  Enfermeras,  Enfermeros  y 
Oficiales  de  Epidemiología  (GEOE)  se  integrará  al 
Colegio  de  Profesionales  de  Enfermería  como  un  capí- 
tulo de  especialidad,  y establecerá  su  afiliación  con  la 
Asociación  de  Practicantes  de  Control  de  Infecciones 
(“APIC”). 

Yo  sé  que  este  tema  se  ha  discutido  mucho  entre  los 
miembros  del  grupo,  pero  me  parece  que  la  afiliación  a 
estas  organizaciones  a nivel  insular  y nacional  va  a 
resultar  indispensable  para  obtener  reconocimiento  y 
mejoramiento  profesional,  y para  mantenerse  al  tanto  de 
lo  que  ocurre  en  la  especialidad. 

Los  beneficios  y las  técnicas  del  control  de  infecciones 
nosocomiales  deben  extenderse  a grupos  que  actual- 
mente no  las  disfrutan,  por  eso  propongo  que: 

7.  Para  1990,  la  membresía  del  GEOE  incluirá 
personal  de  todos  los  asilos  de  ancianos  con  más  de  15 
asilados. 

El  número  de  15  es  discutible,  pero  no  creo  que  sea 
discutible  la  necesidad  de  llevar  los  conceptos  de  control 
de  infecciones  nosocomiales  al  personal  de  los  asilos  de 
ancianos. 

El  último  grupo  de  objetivos  se  refiere  a la  diversifica- 
ción de  los  métodos  de  vigilancia  epidemiológica,  labor 
que  considero  importante  para  mantener  el  control  de 
infecciones  nosocomiales  como  una  disciplina  útil  e 
interesante.  Creo  que  ninguno  de  ustedes  me  discutirá 
que  repasar  día  tras  día  el  número  de  pacientes  infectados 
y el  preparar,  mes  tras  mes,  tasas  de  ataque,  se  convierten 


fácilmente  en  una  rutina  tediosa,  cuyo  mensaje  tiene  cada 
vez  menor  impacto.  Por  ejemplo,  si  sabemos  que  los 
“Foleys”  (catéteres  intrauretrales)  mal  atendidos  son  la 
causa  más  frecuente  de  infecciones  urinarias  en  los 
pacientes  cateterizados,  por  qué  no  buscamos  la 
incidencia  de  “Foleys”  mal  cuidados,  en  vez  de  seguir 
documentando  la  incidencia  de  infecciones  urinarias?  De 
la  misma  forma,  según  se  propone  la  vigilancia  dirigida  a 
procedimientos,  se  puede  hablar  de  vigilancia  del 
ambiente.  Todos  ustedes  saben  a dónde  van  los  pacientes 
que  hay  que  aislar  en  su  hospital.  Sin  embargo,  ¿cuántos 
de  ustedes  se  han  cerciorado  de  adónde  vacía  el  sistema 
de  circulación  de  aire  de  cada  cuarto  de  aislamiento?  Los 
objetivos  que  voy  ahora  a mencionar  son  sólo  modelos; 
maneras  de  hacer  la  vigilancia  más  interesante  y flexible. 

8.  Para  1990  los  hospitales  regionales  y los  hospitales 
privados  de  tamaño  comparable  utilizarán  un  sistema 
para  clasificar  los  pacientes  por  riesgo  de  infecciones 
nosocomiales. 

Un  sistema  muy  sencillo  para  clasificar  los  pacientes 
quirúrgicos  ha  sido  presentado  recientemente  por  el 
mismo  grupo  de  investigadores  que  llevó  a cabo  el 
SENIC.  Los  pacientes  se  categorizan  según  un  índice  de 
riesgo  que  tiene  cuatro  variables,  con  valor  de  0 ó 1 , si  la 
variable  está  ausente  o presente.  Las  variables  son: 
operación  abdominal,  operación  de  más  de  2 horas  de 
duración,  operación  clasificada  como  contaminada  o 
sucia-infectada  (según  el  sistema  tradicional  de  clasi- 
ficación de  operaciones),  padecer  3 ó más  condiciones 
diagnosticadas  en  el  récord.  De  esta  manera,  cada 
paciente  puede  tener  un  índice  desde  0,  si  no  tiene 
ninguna  de  las  variables,  hasta  4,  si  las  tiene  todas.  El 
estudio  encontró  que  los  pacientes  con  un  índice  de  4 
tenían  un  riesgo  de  infección  27  veces  mayor  que  los 
pacientes  con  índice  de  0.’  Un  sistema  como  éste  permite 
dirigir  la  vigilancia  a los  pacientes  de  bajo  riesgo,  donde 
no  deben  ocurrir  infecciones.  Por  el  otro  lado,  para 
economizar  recursos,  se  podría  vigilar  preferentemente  a 
los  pacientes  de  alto  riesgo,  que  en  el  estudio  citado  eran 
la  mitad  de  los  pacientes  quirúrgicos  pero  tenían  el  90% 
de  las  infecciones.  Un  sistema  así  también  haría  posible  la 
comparación  de  tasas  de  infección  entre  diferentes 
hospitales. 

9.  Para  1990  los  hospitales  regionales  y los  hospitales 
privados  de  tamaño  comparable  tendrán  un  sistema  de 
recolección  de  datos  sobre  el  uso  de  antibióticos  y su 
efecto  en  el  control  de  infecciones  nosocomiales. 

Como  recordarán  que  mencioné,  desde  1977  se  está 
hablando  de  la  auditoría  del  uso  de  antibióticos.  Algunos 
de  sus  hospitales  han  llevado  a cabo  esas  auditorías.  Sin 
embargo,  falta  todavía  averiguar  qué  efecto  tiene  el  uso  o 
mal  uso  de  antibióticos  sobre  la  incidencia  de  las  infec- 
ciones nosocomiales. 

10.  Para  1990,  por  lo  menos  el  50%  de  los  hospitales 
regionales  y los  hospitales  privados  de  tamaño  compara- 
ble tendrán  computarizado  su  sistema  de  vigilancia  de 
infecciones  nosocomiales. 

Pronto  verán  ustedes,  si  no  lo  han  visto  ya,  entrar  uno  o 
varios  microcomputadores  al  laboratorio  de  su  hospital, 
y a varias  de  las  oficinas  de  administración.  Aprové- 
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chensede  la  situación  e insistan  en  que  su  programa  y sus 
datos  estén  relacionados  al  computador.  No  tengo  que 
describir  las  ventajas  de  poder  analizar  sus  datos  en  el 
computador.  Quizás  la  computarización  facilite  nuestra 
participación  en  el  “National  Nosocomial  Infection 
Survey”,  donde  debería  haber  incluidos  varios  hospitales 
de  Puerto  Rico. 

Para  terminar,  permítanme  expresar  mi  admiración 
por  ustedes.  Enfermeras,  Enfermeros  y Oficiales  de 
Epiderqiología  de  Puerto  Rico.  Cada  cual  de  ustedes  se  ha 
convertido  en  un  profesional  especializado,  gracias  a lo 
que  ha  aprendido  por  el  estudio  y la  experiencia  indivi- 
dual, porque  ninguno,  ninguna  de  ustedes  estudió  para 
enfermera  epidemióloga  en  la  Escuela  de  Enfermería.  A 
pesar  del  trabajo  que  ese  conocimiento  les  ha  costado,  no 
lo  han  guardado  para  sí,  sino  que  lo  han  compartido 
entre  sus  colegas  y,  como  en  este  seminario,  con  todos  los 
profesionales  de  medicina.  En  momentos  como  éste,  de 
aglomeración,  de  lucimiento  frente  a colegas  y el  público 
grande,  aquí  fuera  del  trabajo  del  hospital  o la  región,  es 
fácil  ser  enfermera  epidemióloga.  Los  momentos  difíciles 
están  en  la  rutina  tediosa,  en  la  animosidad  de  los  compa- 
ñeros a quienes  hay  que  advertir  la  falta  de  asepsia,  en  la 
indiferencia  de  aquellos  a quienes  innumerables  veces 
hay  que  pedirles  que  notifiquen  los  casos  infectados,  y en 
la  arrogancia  de  quienes  no  aceptan  que  alguien  de 
enfermería  sea  capaz  de  corregirlos.  Y además,  no  hay 
quien  agradezca  una  infección  prevenida,  porque  los 
pacientes  sólo  se  fijan  en  las  infecciones  que  los  hacen 
sufrir. 

En  esas  situaciones  acuérdese  de  los  resultados  de  su 
trabajo,  que  mediante  una  rutina  defiende  la  salud  de  los 
pacientes;  que  no  se  basa  en  cariño  o animosidad 
personal  hacia  nadie,  pues  la  protección  se  extiende  a 
miles  de  desconocidos  cada  año;  que  se  empeña  en 
terminar  con  la  indiferencia  y la  arrogancia  para  bene- 
ficio, no  propio,  sino  del  prójimo.  Y por  último,  alégrense 
de  que  el  impacto  de  su  trabajo  toca  la  vida  de  los 
puertorriqueños  de  la  manera  más  bella  posible: 
anónimamente.  Los  padres  de  los  niños  que  hoy  están 
sanos  por  el  trabajo  de  ustedes  no  viven  bajo  el  peso  de 
una  deuda  de  agradecimiento.  Ustedes  no  tienen  que 
comportarse  frente  a ellos  como  santos,  ni  tienen  la 
tentación  de  vanagloriarse  de  los  casos  que  han  salvado. 
Sólo  a su  conciencia  le  pueden  presentar  la  satisfacción  de 
un  deber  bien  cumplido.  Les  felicito  por  su  labor  como 
profesionales  y por  la  organización  de  este  Seminario. 


Abstract:  The  “Grupo  de  Enfermeras,  Enfermeros  y 

Oficíales  de  Epidemiología”  (Group  of  Epidemiology 
Nurses  and  Officials),  formed  in  1977,  has  grown  to  include 
representatives  of  almost  all  the  island's  hospitals.  The 
association  has  become,  for  its  own  members,  an  informal 
consultation  resource  in  the  field  of  nosocomial  (hospital- 
acquired)  infection  control.  In  Puerto  Rico,  the  most  visible 
achievement  of  this  association  has  been  a series  of 
Nosocomial  Infections  Seminars  offered  since  1978,  and 
continued  with  the  seventh  in  1985.  Outside  the  island,  the 
organization  of  nosocomial  infection  control  committees 
has  had  an  impact  through  the  publication  (in  Spanish)  of 
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“Isolation  techniques  for  use  in  hospitals”.  This  Centers  for 
Disease  Control  manual,  translated  for  local  use,  was 
published  in  Spanish  by  the  Panamerican  Health  Organiza- 
tion in  1979,  and  is  still  in  use  in  all  of  Spanish  America. 

Since  1977  there  has  been  great  progress  in  Puerto  Rico 
in  the  control  of  nosocomial  infections,  but  there  still 
remain  problems  to  solve.  To  stimulate  the  resolution  of 
those  problems  in  the  near  future,  I suggest  ten  local 
objectives  for  1990  on  nosocomial  infection  control, 
addressing  three  issues:  improvement  of  services  to 
patients,  professional  improvement  and  integration,  and 
diversification  of  epidemiological  surveillance  methods. 
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Unilateral  Reexpansion  Pulmonary 
Edema  After  Pneumothorax 
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Abstract:  Unilateral  pulmonary  edema  has  been 

described  after  lung  reexpansion  when  pneumothorax  is 
aspirated.  We  report  the  case  of  an  eleven  year-old  child 
who  developed  this  complication  when  a unilateral 
pneumothorax  was  evacuated.  A close  observation  period, 
at  least  for  24  hours,  seems  indicated  after  pneumothorax  is 
evacuated. 

Reexpansion  pulmonary  edema  has  been  described 
as  a complication  of  pleural  effusion  and  pneumo- 
thorax aspiration.  We  report  the  case  of  an  eleven-year 
old  female  who  developed  this  unusual  complication 
after  pneumothorax  reexpansion. 


Figure  1.  Right  lung  is  seen  collapsed  due  to  upper  pneumothorax 


From  the  University  Pediatric  Hospital,  Department  of  Pediatrics, 
School  of  Medicine,  Medical  Sciences  Campus,  University  of  Puerto  Rico, 
San  Juan,  Puerto  Rico 

This  work  was  supported  by  HEW,  USA,  BCH,  MCI  IS  Grant  No. 
(MCT  000950-12-0  for  the  Development  of  Pediatric  Pulmonary  Care. 


Case  Presentation 

An  eleven  year  old  hispanic  female  underwent  surgery 
for  repair  of  a ventricular  septal  defect  diagnosed  several 
years  before.  The  operative  period  was  uneventful  in  the 
Pediatric  Intensive  Care  Unit  until  three  days  after 
surgery  when  the  child  started  complaining  of  shortness 
of  breath.  The  roentgenogram  revealed  a right  pneumo- 
thorax (Fig.  1 ).  Needle  aspiration  was  done  and  a follow- 
up roentgenogram  showed  total  reexpansion  of  the  right 
lung.  After  evacuation  of  the  pneumothorax  the  child 
had  a paroxism  of  cough  that  lasted  for  several  minutes 
and  four  hours  after  needle  aspiration  she  developed 
respiratory  distress.  Crackles  were  heard  in  the  right 
hemi thorax,  particularly  at  the  base.  A chest  roentgeno- 
gram showed  unilateral  pulmonary  edema  (Fig.  2).  Fluid 


Figure  2.  Diffuse  alveolar  densities  consistent  with  pulmonary  edema  ' 
seen  in  right  hemithorax  5 hours  after  the  chest  film  in  figure  I. 
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restriction,  supplementary  oxygen  and  diazoxide  by  the 
intravenous  route  were  administered  until  signs  of  respi- 
ratory distress  subsided  less  than  24  hours  after  the  onset 
of  symptoms.  Follow-up  roentgenogram  showed  no  evi- 
dence of  edema  (Fig.  3). 


Figure  3.  Clear  lung  fields,  less  than  24  hours  after  the  chest  film  in 
figure  2 


1978  reported  two  cases  where  the  lungs  were  collapsed 
for  only  1 hour.^ 

The  pathophysiology  of  this  condition  is  still  unclear; 
increased  pulmonary  capillary  permeability  seems  to  be  a 
reasonable  explanation.  Several  studies  have  helped  to 
confirm  this  view.^  The  cause  for  this  increased  permeabi- 
lity at  the  lung  is  unknown;  anoxia,  mechanical  injury 
and  decreased  surfactant  in  the  collapsed  lung  may  play  a 
role. 

Conclusion 

Reexpansion  pulmonary  edema  although  rare,  may  be 
a fatal  complication  of  pneumothorax  evacuation.'  It 
should  be  considered  when  the  patient  develops  respira- 
tory distress,  crackles  and  chest  pain  a few  hours  after  the 
aspiration,  regardless  of  age.  It  is  advisable  to  observe 
these  patients  closely  for  at  least  24  hours  in  an  Intensive 
Care  Unit,  more  so  if  collapse  of  the  lung  has  been 
prolonged  and  excessive  negative  pressure  was  generated 
while  suctioning  the  pneumothorax. 

References 

1.  Douglas  S,  Kernodle  MD:  Reexpansion  pulmonary  edema  after 
pneumothorax.  South  Med  J 1984;  77:316-322 

2.  Humphreys  R,  Berne:  Rapid  re-expansion  of  pneumothorax. 
Radiology  1970;  96:509-512 

3.  Sewell  R:  Expenmental  evacuation  of  re-expansion  pulmonary 
edema.  Ann  Thorac  Surg  1978;  26:126-132 


Discussion 

Ipsilateral  pulmonary  edema  following  aspiration  of 
pneumothorax  is  an  unusual  complication.  It  should  be 
suspected  in  a patient  who  develops  respiratory  distress 
after  an  asymptomatic  period  following  lung  reexpan- 
sion. Usually  symptoms  occur  aproximately  one  hour 
after  thoracentesis  when  the  patient  starts  complaining  of 
chest  pain  and  dyspnea.  Crackles  in  the  affected  lung  is 
the  main  auscultatory  sign.  Generally  the  pneumothorax 
has  been  present  for  several  days  and  has  not  been  of 
traumatic  origin.  In  the  majority  of  cases  excessive 
negative  pressure  have  been  produced  during  aspiration 
of  the  pneumothorax.' 

To  our  knowledge  this  is  the  youngest  case  reported  of 
reexpansion  pulmonary  edema.  This  patient  presented 
the  usual  manifestations:  paroxysm  of  cough  and  respira- 
tory distress  several  hours  after  aspiration  of  the 
pneumothorax.  We  could  not  determine  for  how  long 
was  the  pneumothorax  present  in  our  patient  but 
apparently  it  was  less  than  3 days.  This  seems  to  correlate 
with  the  4 to  8-day  period  of  lung  collapse  reported  in 
other  cases'  although  Humphreys  in  1970  and  Gurman  in 
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skin  after  application,  the  adhesive  overlay  should  be  applied  directly  over  the  system  to 
ensure  good  adhesion  over  its  7-day  lifetime  Instructions  for  using  the  system  are  provided 
Patients  who  develop  moderate  or  severe  erythema  and/or  localized  vesicle  formation  at  the 
site  of  application,  or  a generalized  skin  rash,  should  consult  their  physician  promptly  about 
the  possible  need  to  remove  the  patch 

Drug  Interactions:  II  a patient  receiving  clonidine  is  also  taking  tricyclic  antidepressants, 
the  effect  of  clonidine  may  be  reduced,  thus  necessitating  an  increase  in  dosage  Clonidine 
may  enhance  the  CNS-depressive  effects  of  alcohol,  barbiturates  or  other  sedatives 
Amitriptyline  in  combination  with  clonidine  enhances  the  manifestation  of  corneal  lesions  in 
rats 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility:  In  a 132-week  oral  carcinogenicity 
study  in  rats,  clonidine  hydrochloride  produced  no  carcinogenic  effects  at  doses  up  to  300 
times  the  maximum  recommended  human  dose  of  Catapres-TTS®  on  a mg/kg  weight  basis 
Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C Reproduction  studies  performed 
in  rabbits  at  doses  up  to  3 1 times  the  maximum  recommended  daily  human  dose  ol 
Catapres-TTS*  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
clonidine  hydrochloride  Studies  in  rats  and  mice  revealed  that  doses  of  500  meg/kg/day 
and  higher  are  embryotoxic  One  rat  study  at  doses  of  15  meg/kg/day  (0  33  times  the  maxi- 
mum recommended  daily  human  dose)  exhibited  embryotoxicity  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women  Although  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk,  caution  should  be  exercised 

when  Catapres-TTS*  (clonidine)  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  have  not  been 

established 


Adverse  Reactions:  Most  systemic  adverse  effects  during  therapy  with  Catapres-TTS* 
(clonidine)  have  been  mild  and  have  tended  to  dimmish  with  continued  therapy  In  a 3- 
month,  multicimic  trial  of  Catapres-TTS*  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 

Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients 
Twenty-six  patients  experienced  localized  erythema  This  erythema  and  pruritus  were  more 
common  in  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period 
Allergic  contact  sensitization  to  Catapres-TTS*  was  observed  in  5 patients 
In  additional  clinical  experience,  contact  dermatitis  was  observed  m 100  of  631  patients 
(about  16  in  100)  treated  for  a mean  duration  of  24  weeks 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in 
the  multicimic  trial  with  Catapres-TTS® 

Gastrointestinal:  Constipation  (1  patient),  nausea  (1):  and  change  m taste  (1) 

Central  Nervous  System:  Fatigue  (6  patients),  headache  (5),  lethargy  (3).  sedation  (3). 
insomnia  (2);  dizziness  (2).  and  nervousness  (1). 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients) 

Dermatological:  Localized  vesiculation  (7  patients),  hyperpigmentation  (5);  edema  (3). 
excoriation  (3).  burning  (3);  papules  (1),  throbbing  (1).  blanching  (1),  and  generalized 
macular  rash  (1) 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reac- 
tions have  occurred,  where  a causal  relationship  to  Catapres-TTS®  was  not  established 
maculopapular  skin  rash  (10  cases),  urticaria  (2  cases),  angioedema  involving  the  face  (2 
cases),  one  of  which  also  involved  the  tongue 
Oro-otolaryngeal:  Dry  throat  (2  patients) 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%),  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  frequently 
Gastrointestinal:  Nausea  and  vomiting,  about  5 m 100  patients,  anorexia  and  malaise,  each 
about  1 m 100,  mild  transient  abnormalities  m liver  function  tests,  about  1 m 100.  parotitis, 
rarely 

Metabolic:  Weight  gam.  about  1 m 100  patients,  gynecomastia,  about  1 m 1000,  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokmase.  rarely 
Central  Nervous  System:  Nervousness  and  agitation,  about  3 In  100  patients,  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 m 100  patients,  palpitations  and  tachycar- 
dia. and  bradycardia,  each  about  5 m 1000  Raynaud's  phenomenon,  congestive  heart  fail- 
ure. and  electrocardiographic  abnormalities  (i  e conduction  disturbances  and  arrhythmias) 
have  been  reported  rarely 

Dermatological:  Rash,  about  1 m 100  patients,  pruritus,  about  7 m 1000,  hives,  angioneu- 
rotic edema  and  urticaria,  about  5 m 1000,  alopecia,  about  2 m 1000 
Genitourinary:  Decreased  sexual  activity,  impotence  and  loss  of  libido,  about  3 m 100 
patients,  nocturia,  about  1 m 100,  difficulty  m micturition,  about  2 m 1000,  urinary  retention, 
about  1 m 1000 

Other:  Weakness,  about  10  m 100  patients,  fatigue,  about  4 m 100,  headache,  and  discon- 
tinuation syndrome,  each  about  1 m 100,  muscle  or  pint  pam,  about  6 m 1000  and  cramps  of 
the  lower  limbs,  about  3 in  1000  Dryness,  burning  ol  the  eyes,  dryness  of  the  nasal  mucosa, 
pallor,  weakly  positive  Coombs'  test,  increased  sensitivity  to  alcohol  and  fever  have  been 
reported 

How  Supplied:  Catapres-TTS*-1  (clonidine),  Catapres-TTS*-2  (clonidine)  or  Catapres- 
TTS*-3  (clonidine)  is  supplied  as  4 pouched  systems  and  4 adhesive  overlays  per  carton 
Catapres-TTS*-1  or  Catapres-TTS*-2  is  supplied  m a shipper  of  3 cartons 


Consult  package  insert  before  prescribing 
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Problems  in  Cardiac  Pacing 


VVI  Pacemaker  Ventricular 
Undersensing 


Charles  D.  Johnson,  M.D.,  F.A.C.C. 


Abstract:  This  article  reviews  cardiac  pacemaker 

sensing,  focusing  on  VVI  pacemaker  ventricular  undersens- 
ing. Five  case  of  simple  VVI  pacemaker  undersensing  are 
illustrated. 

Cardiac  pacemaker  undersensing  is  a major  pace- 
maker malfunction,  with  an  incidence  of  less  than 
1 to  5%  or  greater.  It  is  more  frequent  in  bipolar  (?) 
epicardial  systems,  and  it  may  be  intermittent  or 
permanent.  Undersensing  means  failure  of  sensing  or 
“seeing”  a spontaneous,  intrinsic  QRS  complex  outside 
the  refractory  period  (RP)  of  the  pulse  generator. 

The  electrocardiogram  (ECG)  manifests: 

1.  A pacemaker  output  pulse  which  ignores  and  is  not 
inhibited  by  an  intrinsic  QRS  complex,  which  should 
have  inhibited  the  ventricular  output. 

2.  An  interval  between  a spontaneous  QRS  complex 
and  the  subsequent  pacing  spike  less  than  the 
programmed  R-R  interval;  inappropriate  early 
delivery  of  pacing  stimulus. 

3.  An  asynchronous  chaotic  pacemaker  rhythm  com- 
petes with  the  spontaneous  rhythm,  as  in  fixed-rate 
mode  pacing. 

Hemodynamic  and  arrhythmic  repetitive  beating 
(ventricular  tachycardia  and  fibrillation  if  the  spike  falls 
on  the  T vulnerable  period  of  an  ischemic  heart) 
deterioration  may  ensue. 

The  sensing  cicuit  resets  the  R-R  timer  of  a VVI  pace- 
maker. Magnet  application  disables  the  demand  sensing 
function  inducing  the  asynchronous  mode  and  “corrects” 
sensing  malfunction. 

The  following  5 cases  illustrate  simple  VVI  pacemaker 
undersensing. 


University  of  Puerto  Rico  School  of  Medicine.  Section  of  Cardiolof’y, 
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Case  1 

This  58-year-old  male  with  left  bundle  branch  block 
(LBBB),  second  degree  atrioventricular  (AV)  block  and 
probably  an  old  myocardial  infarction  (MI)  underwent 
implantation  of  a permanent  VVI  right  ventricular  (RV) 
epicardial,  unipolar  pacemaker  (Intermedies  Interlith 
223-01  Intermedies,  Inc.  Freeport,  TX)  and  a 471-01 
lead-  2-turn  corkscrew,  sutureless,  8 mm  surface  area. 
The  generator  RP  after  sensed  or  paced  beats  is  325- 
370  ms.  The  demand  sensitivity  is  -1.4  to  - 2 mV, 
and  + 1.8  to  -f  3.4  mV.  The  rate  was  70  ppm.  The 
pacing  sensing  analyzer  (PSA)  found  an  R wave  of  7 mV. 
Sensing  was  proper.  A week  later  there  was  failure  to 
sense  the  intrinsic  QRS  beats  and  selective  ventricular 
premature  beat  (VPB)  sensing,  see  figures  1 and  2. 

Pacemaker  spikes  fall  on  the  T wave  and  at  various 
times  throughout  the  cycle.  Certain  VPBs  (“RBBB” 
pattern  in  V,)  are  sensed  (Figure  1,  V,  and  V2;  Figure  2, 
lead  II,  aVF,  last  V,  strip,  second  row)  and  others  not 
(Figure  2,  last  Vj  above,  Vj-  FBBB  pattern  from  RV, 
interpolated).  Ventricular  fusion  (VFB)  and  pseudo- 
fusion beats  (VPFB)  are  present.  Ventricular  capture 
cannot  occur  in  the  ventricular  RP-Figure  1,  third  and 
last  spikes  in  lead  II,  Vj-fourth  spike,  etc.  The  VPB  (left 
V,  strip,  2nd  row)  may  fall  in  the  sensed  RP,  and  the  VPB 
in  V2  in  the  paced  RP  of  the  preceding  beats. 


ligure  1 
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Figure  2 


lead  V,  (continuous) 


Lead  V 


Figure  3.  Magnetic  mode,  fixed-rate  pacing.  Rate  same 
as  the  automatic  or  demand  rate. 


The  external  pacemaker  pro(duces  negative  noncapturing 
stimuli  in  lead  II  and  the  huge  biphasic  noncapturing 
stimuli  and  decay  curves  in  V,.  The  permanent 
pacemaker’s  output  (positive  stimuli  in  II  and  negative  in 
V,)  was  inhibited  at  2 mA  output  from  the  external 
generator  (except  at  2 mA,  rate  75,  lead  II),  partially 
inhibited  at  1.8  mA,  but  not  inhibited  at  1 mA. 

At  surgery,  the  RV  at  the  electrode  site  appeared  fatty, 
edematous,  fibrotic  and  did  not  bleed.  A pericardial  rub 
was  heard.  A new  generator  was  implanted  with  the 
electrode  on  the  left  ventricle.  The  undersensing  was 
probably  secondary  to  a poor  electrode-myocardial 
interface,  pericarditis  -induced  entrance  block,  a poor 
electrogram,  BBB  and  perhaps  MI  and  fibrosis. 

Case  2 

This  68-year-old  male  underwent  implantation  of  an 
Intermedies  VVI-M,  253-02,  unipolar  pacemaker,  using 
an  old  Medtronic  epicardial  lead  (Medtronic,  Inc. 
Minneapolis,  MN).  Data  were;  rate  72.3  ppm,  pulse 
width  (PW)  of  0.6  mS,  threshold  1.1  V,  3.6  mA  and  310 
ohms;  R wave  4.9  mV,  R sensitivity  1.2  mV. 

Figure  5 represents  a tracing  of  this  patient  who  was 
asymptomatic.  In  the  upper  lead  III,  both  aVF  and  V, 
strips  there  is  failure  of  ventricular  capture  and  sensing- 
negative and  biphasic  spikes.  Sometimes,  ventricular 
capture  occurs,  as  the  large,  broad  beats  (early  and  late 
stimuli  after  intrinsic  QRS  beats).  The  pacemaker 
functions  as  if  it  were  in  the  fixed-rate  mode.  VFBs.  CWS 
at  a rate  of  75  - ? 1 mA.  Positive  stimuli  in  III.  Inhibition 
of  the  permanent  pacemaker  is  attained,  except  for  4 
spikes,  3 of  which  capture.  At  reexploration  there  was 
“absence  of  the  cap  and  fluid  at  the  generator  pocket”. 


Figure  4.  Chest-Wall  Stimulation  (CWS). 


Case  3 

This  57-year-old  female  has  had  multiple  epicardial 
VVl  pacemakers  implanted  for  complete  AV  block 
following  correction  of  an  atrial  septal  defect.  She  has 
had  both  failure  of  ventricular  capture  and  sensing  over 
the  years,  without  symptoms.  Figure  6 shows  sensing 
failure  and  VFBs. 

Figure  7.  Sensing  failure.  CWS.  The  permanent  pace- 
maker is  almost  suppressed  at  1 mA  and  is  completely 
suppressed  at  15  mA.  But  at  a lower  rate  suppression 
usually  fails.  Cable  (twisted) and  generator  malfunctions 
were  found.  There  was  fibrosis  between  the  myocardium 
and  pericardium.  Multiple  new  leadsand  generators, and 
pacemaker  reprogramming  have  been  practiced.  Entrance 
and  exit  blocks  were  likely. 
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Figure  7 


capture  the  ventricular  with  a LBBB  pattern.  Some 
pacemaker  stimuli  fall  on  the  T wave.  In  the  lower  strip 
inhibition  (sensing)  occurs.  A nonconducted  atrial 
premature  beat  is  followed  by  a pacemaker  escape 
rhythm.  Reprogramming  to  maximal  sensitivity  did  not 
resolve  the  malsensing.  A hematoma  was  drained  from 
the  pacemaker  pocket  and  normal  sensing  was  attained  at 
maximal  sensitivity. 


Case  4 

This  86-year-old  female  had  epicardial  VVI  pacemaker 
(Intermedies  223-01,  bipolar  lead  471-03)  and  asubcostal 
generator  placed  on  10-3-79,  for  a Sick  Sinus  Syndrome. 
Parameters  were:  R wave  8.5  mV,  PW  0.58  mS,  0.7  V, 

I. 4  mA,  8.9  mA  at  500  ohms,  rate  70.3  ppm.  The  tracings 
in  figure  8 were  taken  II  days  after  implantation.  Leads 

II,  V,  and  Vg.  The  large  spike  of  the  permanent  pace- 
maker (mainly  upright  in  leads  II  and  and  negative  in 
V,)  of  variable  rate  (72,  41)  neither  senses  nor  captures. 
The  small  spike  of  a temporary  pacemaker,  rate  77, 
senses  the  intrinsic  and  paced  beats,  but  has  intermittent 
failure  of  ventricular  capture.  It  does  not  sense  the 
permanent  pacemaker  spike  but  the  permanent  pace- 
maker spike  (large)  senses  the  temporary  (small)  spikes. 
An  x-ray  was  negative.  A lead  defect  of  the  new  per- 
manent lead  was  diagnosed  and  corrected  by  placing 
another  permanent  lead.  Chest  pains  continued  but  the 
pacemaker  functioned  normally. 


Figure  8 


Case  5 

This  78-year-old  male  underwent  epicardial  VVI 
unipolar  pacemaker  implantation  (Intermedies  Quantum 
Model  253-19)  about  3 weeks  prior  for  advanced  second 
degree  AV  block,  LBBB  and  left  anterior  hemiblock. 
Rate  60.  In  figure  9 we  can  see  that  intrinsic  beats  are  not 
sensed;  however,  the  VPB  in  the  upper  row  (large 
positive  beat)  is  sensed.  Spikes  falling  outside  the  RP 


Discussion 

Undersensing 

Pacemaker  undersensing  may  be  secondary  to  nume- 
rous causes: 

A.  Inadequate  or  low  intracardiac  QRS  signal-  less  than 
4-5  mV.  Ventricular  electrogram  - poor,  low 
amplitude,  segmented,  broad,  BBB  shape,  low  slew 
rate,  inadequate  bandpass  filter  of  sensing  circuit. 
VPBs  or  signals  from  two  or  more  foci;  the  basic 
beats  may  be  sensed  but  not  the  VPBs,  or  vice  versa; 
some  VPBs  may  be  sensed  and  others  not  sensed 
which  may  be  due  to  unfavorable  vector  orientation 
of  the  signal  amplitude  or  slew  rate  of  VPBs  or  late 
sensing  of  contralateral  VPBs.  Undersensing  of 
VPBs  is  frequent  (up  to  15%  of  all  paced  patients  on 
24-hour  Holter  monitoring). 

Bipolar  leads,  when  the  QRS  vector  is  nearly  90°  to 
the  lead. 

MI,  scar,  fibrosis,  thrombus,  extensive  myocardial 
disease  at  the  electrode  site  - an  entrance  block. 
Antiarrhythmic  drugs  (Type  I agents),  severe 
metabolic  imbalance  (hyperkalemia). 

Electrode-Lead  system-lead  fracture,  increases  im- 
pedance (Z).  Loss  of  insulation.  High  Zin  thesystem, 
such  as  a small  surface  area  electrode  (?).  Connector 
defect-  excessive  body  fluid  within  the  connector; 
current  (I)  leakage.  A loose  or  missing  cap  over  the 
Allen  set-screw.  Perforation. 

Partial  Sensing  - partial  recycling  caused  by  a 
premature  signal  with  low  electrical  intensity;  a 
voltage  (V)-dependent  marginal  signal,  such  as  a low 
bipolar  signal,  rather  than  a time-dependent  pheno- 
menon; partial  suppression  and  irregular  recycling; 
an  irregular  short  escape  interval  (El).  The  pace- 
maker sensing  response  is  not  all-or-none;  disappears 
on  conversion  to  fixed-rate. 
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B.  Signal  adequate.  Malfunction  pulse  generator. 
Power  source,  battery  failure. 

Sensing  circuit  component  failure.  Damage  after  DC 
cardioversion,  etc. 

Reed  switch  lodged  in  a closed  position,  the  asyn- 
chronous mode  after  magnet  removal;  the  sensing 
amplifier  is  prevented  from  resetting  the  timing 
circuit. 

C.  Adequate  intracardiac  signal  modified  upon  entry 
into  the  generator;  decreased  input. 

Mismatch  of  the  source  and  pulse  generator  Zs-  such 
as  a gross  insulation  leak  or  bare  Allen  screw,  etc, 
inducing  signal  attenuation. 

Less  effective  bidirectional  sensing. 

D.  Inappropriate  programming  of  mode,  amplifier  sen- 
sitivity or  RPs.  Patients-pacemaker  mismatch. 

A spontaneous  beat  falling  in  the  pacemaker  RP  is 
not  expected  to  be  sensed. 

E.  Myopotential  oversensing  causing  undersensing  of  a 
spontaneous  QRS  complex  when  falling  in  the  new 
RP,  or  reversion  to  the  interference  asynchronous 
mode. 

F.  Apparent  Malsensing. 

1.  Partial  or  incomplete  recycling-  when  an  electrical 
signal  falls  in  the  relative  RP  of  the  generator 
(time-dependent)  which  is  immediately  after  the 
pacer  RP  when  the  demand  mechanism  has  not 
regained  its  full  function  or  sensitivity;  the  pacer 
fires  in  the  fixed-rate  mode  even  though  the 
patient’s  rate  is  faster  than  the  paced  rate.  It  leads 
to  an  inappropriately  short  El  which  is  less  than 
the  automatic  interval  (AI)-  abnormal;  but  the 
unit  is  usually  normal  and  it  disappears  on 
slowing  of  the  ventricular  rate. 

2.  Apparent  partial  recycling-  a)  incorrect  El  meas- 
urement; b)  inapparent  false  signal  can  generate  a 
new  RP;  a QRS  falling  here  will  not  be  sensed  and 
the  El  will  appear  short. 

3.  Interference  reversion  when  an  early  QRS  falls  in 
the  noise  sampling  period,  which  is  at  the  end  of 
the  RP  and  is  designed  to  prevent  prolonged 
pacemaker  inhibition  from  myopatentials  or 
extraneous  signals;  intermittent  asynchronous 
cycles,  etc,  occur;  disappears  at  a higher  rate 
(shorter  RP). 

Electrophysiological  and  Technical  Aspects  of 
Cardiac  Pacing 

These  have  been  recently  addressed  by  Barold,  Levine, 
Moses,  Greenspan  et  al.  The  pacemaker  sensing  circuit 
comprises  the  heart,  the  electrode  and  lead,  an  amplifier, 
a bandpass  filter  and  a level  detector  (programmable  to 
augment  and  diminish  sensitivity).  Sensing  depends  upon 
the  cardiac  signal  or  electrogram  (its  total  positive  and 
negative  amplitude  in  mV,  duration,  configuration  and 
slew-rate-  rate  of  change  in  V or  amplitude  and  the 
amplitude  of  the  intrinsic  deflection  with  time,  dV/dt; 
steepness  of  the  slope;  frequency  spectral  content; 
polarity  of  the  signal);  the  total  Z or  resistance  (R)  which 
includes  the  source  or  load  Z and  the  pulse  generator’s 
input  Z;  the  sensitivity  of  the  sensing  circuit;  generator 


filtering;  and  matching  of  the  input  Z to  the  source  or 
load  Z. 

Source  Z consists  of  body  tissue,  tissue-electrode  and 
lead  Zz  (which  are  identical  for  sensing  and  pacing),  and 
dynamic  polarization  Z (greater  for  sensing)-  tissue 
electrode  and  lead;  dominantly  this  consists  of  parallel 
coupling  between  a Helmholtz  capacitance  (uF)  and 
Faraday  resistance.  It  depends  upon  the  electrode  surface 
area  (greater  polarization  and  Z for  a smaller  surface  area 
electrode),  the  electrode  metal,  and  augments  with  time 
duration  of  the  R wave  signal  which  has  a Z of  about  3000 
ohms  versus  an  output  stimulus  (0.6  mS)  Z of  about  300 
ohms.  Thus  the  sensing  Z is  greater  than  the  pacing  Z. 
The  generator’s  input  Z is  20,000-40,000  ohms,  to 
minimize  generator  signal  attenuation.  The  input 
Z/source  Z ratio  (as  the  ratio  decreases  the  R wave 
becomes  more  attenuated)  and  discriminatory  bandpass 
filters  alter  and  attenuate  the  final  signal  presented  to  the 
sensing  circuit.  A lower  frequency  leads  to  a higher 
load  Z.  If  the  polarization  Z is  too  high  nonsensing  may 
result. 

The  frequency  range  of  a normal  R wave  is  0.5-50  Hz, 
mainly  less  than  20  Hz.  Bandpass  filters  with  low  and 
high  cut-offs  attenuate,  accentuate  and  discriminate 
other  signals:  P and  Te  waves,  polarization  after- 
potentials, myopotentials  and  electromagnetic  interfe- 
rence (EMI)  and  high-frequency  noise  and  60-cycle 
artifact.  P waves  have  a frequency  of  6-50  Hz;  T waves 
(1-5  Hz)  and  VPBS  (3-30  Hz)  usually  have  waveforms 
shifted  toward  the  lower  bandwidths  and  their  V or 
frequency  (slew  rate)  content  may  be  inadequate  for 
sensing;  myopotentials  have  high  frequencies  (50-70  Hz 
usually),  low  amplitude  and  usually  are  filtered-out.  An 
input  circuit  frequency  response  of  10-40  Hz  narrow 
bandwidth  would  pass  unattenuated  VPBs,  R and  P 
waves  while  filtering-out  T waves  and  high-frequency 
noise.  The  signal  discriminatory  circuit  of  the  PSA 
should  be  the  same  as  that  of  the  pacemaker  to  be 
implated. 

P waves  commonly  occur  in  the  range  of  1-6  mV,  mean 
2-5  mV,  and  R waves  in  the  range  of  5-15  mV,  mean 
6-10  mV.  Acute  intracardiac  R wave  signals  are  biphasic 
(58%),  monophasic  negative  (30%)  or  monophasic 
positive  ( 12%).  During  the  chronic  state  with  maturation 
(fibrous  tissue)  lead  Z rises  , and  the  amplitude  decreases 
some  25%  and  the  slew  rates  some  40-50%.  For  the  acute 
implant  it  has  been  recommended  that  no  signal 
amplitude  of  less  than  5-6  mV  (two  fold  the  rated  sensiti- 
vity of  the  generator)  be  accepted  in  the  ventricle  (R 
wave)  and  no  less  than  2 mV  in  the  atria  (P  wave)-  a 4 fold 
safety  margin  for  the  acute  implant  and  2 fold  for  the 
chronic  implant.  In  general,  a slew  rate  of  0.5-1  V/S  is 
detectable  and  typically  it  is  acutely  3 V/S.  Amplitude  is 
more  important  than  the  latter  which  is  only  useful  if 
amplitude  is  marginal  (less  than  10  mV).  The  R wave 
frequency  signal  is  important.  Most  pacemakers  can  be 
programmed  to  a sensitivity  of  1.5  mV  or  lower,  and  the 
atria  1 mV  or  lower.  A porous  tip  electrode  with  a large 
surface  area  may  reduce  polarization  Z and  aid  sensing. 
Target-tip  and  steroid-tip  electrodes  may  aid  sensing. 
Bipolar  and  unipolar  electrodes  are  now  believed  to  be 
equally  adequate  for  sensing. 
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Most  VVI  generator  have  a RP  (paced  and  sensed), 
when  the  generator  is  unreceptive  to  incoming  signals,  of 
200-400  mS,  to  prevent  detection  of  the  preceding 
stimulus  polarization  after-potential  and  QRS  complex, 
VPBs,  T waves  and  far-field  signals. 

The  sensing  threshold  is  the  minimal  potential  diffe- 
rence measured  by  the  input  circuit  that  will  inhibit  the 
output  circuit.  The  native  rhythm  is  needed  for  its 
measurement;  also  it  should  be  measured  during  deep 
inspiration  and  coughing.  R wave  sensing  is  determined 
by  lowering  the  pacer  rate  if  the  patient  is  completely 
paced  until  the  patient’s  native  rhythm  escapes  and 
inhibits  the  pacemaker  output  pulse;  same  procedure 
with  the  PSA.  The  sensing  threshold  is  determined  by 
programming  the  sensitivity  to  a less  sensitive  value  (a 
larger  mV  number)  until  sensing  failure  occurs  and  a 
ventricular  stimulus  is  delivered  in  competition.  Sensiti- 
vity may  be  based  on  the  electrogram  size.  On  an  external 
temporary  pulse  generator  the  sensitivity  dial  on  the  face 
(clockwise  demand,  counterclockwise  asynchronous 
mode)  provides  the  degree  of  sensitivity;  there  may  be  a 
sensing  indicator  light.  An  overpenetrated  x-ray  may  aid 
in  identifying  major  electrode  dislodgement,  etc.  On 
magnet  aplication  a pause  may  denote  sensing;  assure 
correct  magnet  positioning. 

Differential  Diagnosis 

The  surface  ECG  does  not  mirror  the  characteristics  of 
intracardiac  electrical  activity  which  the  sensor  electrode 
sees. 

1.  VFBs  and  VPFBs  are  normal  and  do  not  reflect 
malfunction. 

2.  Late  sensing. 

3.  A VPB  falling  in  the  absolute  RP  of  the  previous 
paced  or  sensed  beat  should  not  be  sensed. 

4.  VVT  pacing.  Asynchronous  pacemaker.  T sensing. 
Rate  hysteresis. 

5.  Inadvertent  application  of  magnet.  Mislabeling. 

CWS  may  aid  in  differentiating  a myocardial  cause 
from  a generator  cause.  Technique:  application  of  an 
external  temporary  generator  connected  by  cables  or 
wires  to  two  precordial  suction  cup  electrodes  over  the 
two  poles  of  the  lead  system.  Begin  with  a pacer  rate  20 
beats  faster  than  the  intrinsic  rate;  and  with  1 mA  output 
which  is  gradually  raised  until  complete  suppression  is 
attained  or  25  mA  is  reached.  Explore  different  chest 
electrode  placement  sites  if  necessary,  and  various  sites 
along  the  lead  route. 

Interpretation:  the  external  pacing  stimuli  are  inade- 
quate to  depolarize  the  heart,  but  will  be  sensed  and 
interpreted  as  an  intrinsic  QRS  signal  by  a normal 
demand  permanent  pacemaker  which  is  inhibited. 

1.  Inhibition/suppression  of  the  permanent  pacer  by 
CWS  implies  a signal  problem  and  tends  to  exclude 
generator  sensing  failure  and  perhaps  lead  failure, 
but  this  does  not  guarantee  the  generator’s  capacity 
to  sense  the  QRS  complex. 


2.  Failure  to  inhibit  at  any  location  may  or  not  indicate 
generator  demand  function  failure.  Technical  limita- 
tions and  bipolar  systems  may  prevent  inhibition. 

3.  Suppression  by  direct  stimulation  at  the  generator- 
lead  junction  suggests  a defective  connection  with  a 
sensing  circuit  leak  and  high  Z. 

4.  If  augmenting  the  input  sensitivity  restores  sensing, 
this  suggests  a low  intracardiac  signal  rather  than 
pacemaker  component  failure. 

Other  diagnostic  aids  for  sensing  are  1)  marker  pulses 
which  are  available  on  some  modern  pacemakers;  2)  the 
triggered  modes  (VVT,  AAT,  DDT)  since  in  this  mode 
the  pace  fires  on  sensing;  absence  of  a triggered  output 
stimulus  within  the  R or  P wave  identifies  sensingfailure; 
and  3)  diagnostic  diagrams. 

Resumen:  Este  artículo  repasa  la  sensibilidad  de  los 

marcapasos  cardiácos,  haciendo  énfasis  en  la  pobre 
sensibilidad  de  los  marcapasos  VVI.  Cinco  casos  de  pobre 
sensibilidad  con  marcapaso  VVI  se  ilustran. 
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Dietary  Fat,  Calories  and  Cancer* 

Thomas  P.  O’Connor,  Ph.D.** 


Interest  in  the  area  of  diet,  nutrition  and  cancer  has 
increased  greatly  in  the  last  two  decades.  In  a major 
review,  Doll  and  Peto  implicated  environmental  factors 
as  major  causes  of  human  cancer.’  Possibly  the  most 
important  environmental  factor  is  diet.  Within  the  area 
of  diet  and  cancer,  much  attention  has  focused  on  dietary 
fat  intake  as  a risk  factor.  Other  dietary  factors  examined 
include  protein,  calories,  carbohydrates,  vitamins  and 
minerals  and  non-nutritive  components  of  food. 

Dietary  Fat 

The  landmark  study  on  “Diet  Nutrition  and  Cancer” 
recently  conducted  by  the  National  Research  Council  of 
the  National  Academy  of  Sciences  concluded  that  “of  all 
the  dietary  factors  that  have  been  associated  epidemiolo- 
gically  with  cancers  of  various  sites,  fat  has  probably  been 
^studied  most  thorough  and  produced  the  greatest 
frequency  of  direct  associations.”^  However,  the  mecha- 
nisms by  which  dietary  fat  exerts  its  effect  on  the  cancer 
process  are  not  fully  understood  at  this  time. 

Epidemiological  studies  on  the  role  of  dietary  fat  in 
carcinogenesis  are  confounded  to  a certain  degree  by  the 
high  correlation  of  dietary  fat  with  other  nutrients,  such 
as  protein  in  foods.  Thus,  it  is  difficult  to  attribute 
associations  solely  to  fat  intake  per  se. 

A number  of  international  correlation  studies  have 
shown  direct  associations  between  breast  cancer  inci- 
dence and  total  fat  intake  and  animal  fat  intake.^’  ^ 
Phillips  reported  a direct  association  between  con- 
sumption of  high  fat  foods  and  breast  cancer  in  a case- 
control  study  comparing  cancer  patients  with  non-cancer 
patients  conducted  among  Seventh  Day  Adventists.^ 
Another  case-control  study  supported  an  association 
between  breast  cancer  and  consumption  of  animal  fat.^ 
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High  fat  intake  has  also  been  shown  to  be  a risk  factor 
in  development  of  cancer  of  the  prostate.’  Consumption 
of  both  animal  and  saturated  fat  has  been  correlated  with 
cancer  of  the  prostate  among  different  ethnic  groups  in 
Hawaii.’ 

Carroll  and  Khor  observed  strong  correlations 
between  per  capita  intake  of  dietary  fat  and  age-adjusted 
mortality  from  cancer  of  the  intestine  (except  rectum)  in 
several  countries.* 

Phillips  found  a direct  association  between  high  fat 
intake  and  colon  cancer  in  a case-control  study  among 
Seventh-Day  Adventists.’  Two  case-control  studies 
observed  a direct  association  between  colon  cancer 
incidence  and  frequent  consumption  of  foods  high  in 
saturated  fat  among  blacks.^»  The  association  was 
stronger  if  the  diets  were  high  in  saturated  fat  and  low  in 
fiber  content. 

Evidence  in  Animal  Studies 

Watson  and  Mellanby  were  the  first  to  report  that 
dietary  fat  intake  could  influence  carcinogenesis  in 
animals."  Skin  tumor  incidence  in  coal  tar-treated  mice 
increased  significantly  when  butter  was  added  to  the 
basal  diet. 

Other  early  experiments  observed  that  high  levels  of 
dietary  fat  enhanced  the  development  of  either  sponta- 
neous or  chemically  induced  tumors  in  mice."’  " 

The  type  of  lipid  has  also  been  shown  to  be  important 
in  the  induction  of  breast  cancer  by  dimethylbenzanthra- 
cene  (DMBA)  in  rats."  Total  tumor  yield  was  greater  in 
rats  fed  a diet  containing  20%  unsaturated  fat  by  weight 
when  compared  to  rats  fed  20%  saturated  fat.  Carroll 
concluded  that  dietary  fat  exerted  its  effect  during  the 
promotional  phase  of  carcinogenesis  because  the 
enhancement  of  breast  tumorigenesis  was  observed  after 
tumor  initiation  by  DMBA." 

Further  work  by  Carroll  and  Hopkins  demonstrated 
that  saturated  fat  was  as  effective  as  polyunsaturated  fat 
in  enhancing  tumorigenesis  if  a small  amount  of  polyun- 
saturated fat  (3%  sunflower  seed  oil)  was  added  to  the 
saturated  fat  (17%  coconut  oil)."  Thus,  the  yield  of 
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breast  tumors  is  enhanced  when  the  total  fat  content  of 
the  diet  is  high  and  a certain  level  (3%)  of  essential  fatty 
acids  is  present. 

Dietary  fat  has  also  been  shown  to  affect  the  incidence 
of  L-azaserine-induced  pancreatic  adenocarcinomas  in 
rats.’’  The  number  of  pancreatic  neoplasms  was  higher  in 
animals  fed  a diet  containing  20%  polyunsaturated  fat 
compared  to  rats  fed  the  same  percentage  of  saturated  fat 
or  5%  polyunsaturated  fat.  The  two  diets  were  non- 
isocaloric. 

The  effect  of  dietary  fat  on  intestinal  tumorigenesis  has 
been  studied  in  a number  of  animal  models.  Reddy,  et  al., 
reported  that  rats  fed  a 5%  corn  oil  diet  had  a greater 
incidence  of  dimethylhydrazine-induced  colon  tumors 
than  rats  fed  5%  lard.'^  However,  at  the  20%  level,  there 
were  no  differences  between  the  polyunsaturated  and 
saturated  fats  even  though  the  overall  tumor  incidence 
and  multiplicity  were  higher.  However,  Nauss,  et  al., 
were  unable  to  demonstrate  a greater  incidence  of  colon 
cancers  in  animals  fed  high  fat  diets. 

'fhe  National  Research  Council’s  Committee  on  Diet, 
Nutrition  and  Cancer,  on  the  basis  of  available  informa- 
tion, recommended  in  its  Interim  Guidelines  “that  the 
consumption  of  both  saturated  and  unsaturated  fats  be 
reduced  in  the  average  IJ.S.  diet.^  An  appropriate  and 
practical  target  is  to  reduce  the  intake  of  fat  from  its 
present  level  (approximately  40%)  to  30%  of  total 
calories  in  the  diet.” 

The  main  sources  of  fat  in  the  American  diet  are  meat 
and  poultry,  dairy  products  and  fats  and  oils  used  as 
spreads,  cooking  fats  and  salad  oils.  Cereals,  roots  and 
tubers,  vegetables  and  fruits  contain  relatively  small 
amounts  of  fats. 

Omega-3  Fatty  Acids 

Recently,  there  has  been  increasing  interest  in  the  effect 
of  a different  class  of  polyunsaturated  fats  on  cancer. 
This  is  the  class  of  fatty  acids  known  as  omega-3  fatty 
acids,  in  which  the  first  double  bond  is  between  the  third 
and  fourth  carbon  atoms  from  the  terminal  omega 
carbon  atom.  This  class  of  fatty  acids  is  found  mainly  in 
fish  oils  and  marine  mammal  fats.  In  contrast,  vegetable 
oils  contain  polyunsaturated  fatty  acids  mainly  of  the 
omega-6  class. 

Much  of  this  interest  has  derived  from  the  observation 
that  both  cancer  and  ischemic  heart  disease  are  rare  in 
Eskimos  on  their  traditional  diet,  which  is  very  high  in 
fish  and  marine  mammals  and,  thus,  in  omega-3  fatty 
acids.  Recently,  however,  patterns  of  cancer  among 
Eskimos  are  changing  to  a pattern  resembling  Western 
society  apparently  reflecting  their  acculturation.^' 

One  of  the  best-studied  omega-3  fatty  acid  is  eicosa- 
pentanoic  acid  (C20:5,  omega-3),  which  is  a competitive 
inhibitor  of  cyclooxygenase,  an  important  enzyme  in 
prostaglandin  synthesis.  Chemical  inhibitors  of  cyclo- 
oxygenase, such  as  indomethacin,  have  been  shown  to 
inhibit  cancer  development  in  animal  models. 

Prostaglandin  Ej  has  been  shown  to  be  present  in  large 
amounts  in  both  human  and  animal  tumor  tissue,  but  its 
role  in  the  cancer  process  is  not  yet  understood.  It  is 
possible  that  the  effects  of  omega-3  fatty  acids  on  limiting 


tumor  development  may  relate  to  their  effects  on  prosta- 
glandin metabolism. 

Several  reports  have  recently  been  published  demons- 
trating the  inhibitory  effects  of  dietary  fish  oil  on 
mammary  tumor  development  in  animal  models.-^’’ 

Recent  work  in  our  laboratory  has  shown  that  the  L- 
azaserine-induced  preneoplastic  reponse  in  rat  pancreas 
is  signnificantly  reduced  in  animals  consuming  a diet 
containing  20%  menhaden  oil  (rich  in  omega-3  fatty 
acids)  compared  to  animals  on  a 20%  corn  oil  diet.'* 

Calories 

Determination  of  the  effect  of  caloric  intake  on  cancer 
incidence  in  humans  is  difficult.  Caloric  density  can  be 
altered  by  varying  the  ratio  of  fat  to  carbohydrate  and 
protein  or  by  varying  the  concentration  of  the  non- 
caloric components,  such  as  dietary  fiber.  However,  both 
dietary  fat  and  fiber  may  also  affect  cancer  incidence  and 
thus  it  is  difficult  to  determine  an  independent  effect  of 
calories.  Several  studies  have  attempted  to  correlate 
cancer  incidence  with  the  prevalence  of  obesity. 
However,  since  obesity  is  related  to  the  balance  of  caloric 
intake  and  caloric  expenditure,  it  is  difficult  to  relate  the 
findings  of  such  studies  to  caloric  intake  alone. 

Armstrong  and  Doll  reported  a significant  correlation 
between  total  calories  and  rectal  cancer  and  leukemia  in 
males  and  breast  cancer  in  females.*  However,  calorie 
intake  was  strongly  correlated  with  intake  of  total  fat, 
total  protein  and  animal  protein  which  makes  the  calorie 
effect  difficult  to  interpret.  Jain,  et  al.,  found  a direct 
association  between  calorie  intake  and  both  colon  and 
rectal  cancer,  but  the  association  was  not  as  strong  as  for 
saturated  fat.'° 

Lew  and  Garfinkle  examined  the  relationship  between 
cancer  mortality  and  weight  variation  among  750,000 
men  and  women  selected  from  the  general  U.S. 
population. Cancer  mortality  was  significantly  in- 
creased only  in  the  group  that  was  40%  or  more  over- 
weight. Eor  men,  most  of  the  excess  mortality  resulted 
from  cancers  of  the  colon  and  rectum,  and  for  women, 
cancers  of  the  gallbladder,  biliary  passages,  breast, 
cervix,  endometrium  and  ovary. 

A recent  study  reported  by  Phillips  observed  that  25% 
or  more  overweight  was  associated  with  an  increased  risk 
of  fatal  rectal  cancer  in  both  males  and  females  and  colon 
cancer  in  males  only.^*  Another  recent  report  concerning 
body  mass  index  as  a predictor  of  cancer  in  men  observed 
that  body  mass  index  (BMI  = weight/heigh^)  was  positi- 
vely associated  with  colon  cancer  only.^*  In  contrast,  low 
BMI  was  positively  associated  with  stomach  cancer. 

Numerous  experiments  in  animals  have  attempted  to 
examine  the  effects  of  caloric  restriction  on  the  develop- 
ment of  spontaneously  and  chemically  induced  tu- 
mors.''*’ In  general,  caloric  restriction  significantly 

reduced  the  tumor  response  and  increased  longevity  in 
these  experiments. 

Kritchevsky,  et  al.,  have  recently  reported  an  elegantly 
designed  study  investigating  the  effect  of  dietary  fat 
versus  caloric  contents  on  DMBA-induced  mammary 
tumors  in  rats.*'  A low  fat,  high  calorie  diet  led  to  more 
tumor  incidence  and  yield  than  was  associated  with  feed- 
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ing  a high  fat,  low  calorie  diet.  Caloric  restriction, 
although  with  concomitant  intake  of  more  fat,  resulted  in 
complete  inhibition  of  tumor  formation.  Kritchevsky 
suggested  that  calories  maybe  a greater  determinant  than 
dietary  fat  of  a tumor-enhancing  regimen,  although 
extrapolation  of  these  animal  findings  to  humans  maybe 
difficult  because  of  the  difficulties  noted  above. 

The  NRC  Committee  on  Diet,  Nutrition  and  Cancer 
concluded,  however,  that  “neither  the  epidemiological 
studies  nor  the  experiments  in  animals  permit  a clear 
interpretation  of  the  specific  effect  of  total  caloric  intake 
on  the  risk  of  cancer.”^ 


Summary:  It  is  apparent  that  additional  research  is 

needed  to  investigate  further  the  effects  of  dietary  fat  intake 
and  caloric  intake  on  carcinogenesis.  Much  work  is  needed 
to  define  precisely  the  mechanisms  involved  in  the  observed 
promotional  effects  of  certain  types  of  polyunsaturated  fat, 
and  the  inhibitory  effects  of  omega-3  fatty  acids  and  caloric 
restriction  on  cancer  development.  In  the  interim,  however, 
it  appears  prudent  to  follow'  the  NRC’s  guideline  to  attempt 
to  reduce  total  fat  intake  from  its  present  level  of  40%  to 
30%  fo  total  calories.^ 
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Leave 
your  mark 

on  life. 


You  don’t  have  to  move 
mountains  to  make  a differ- 
ence on  this  earth. 

By  leaving  even  the  small- 
est legacy  to  the  American 
Cancer  Society  in  your  will, 
you  can  leave  a loving  and 
lasting  impression  on  life. 

And  giving  life  is  the 
greatest  | 

way  of  leav-  A/\AERIO\N 
ing  your  ^CANCER 
mark  on  it.  * SOQETY’' 
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PHYSICIANS.  A WEEKEND 

WITH  THE  RESERVE 
ISN'T  JUST  ANOTHER  DAY 
AT  THE  OmCE. 


It  s not  just  different  in  the  Army  Reserve, 
there  are  opportunities  to  explore  other 
phases  of  medicine,  to  add  knowledge,  and 
to  develop  important  administrative  skills. 
There  are  enough  different  needs  to  fill  right 
in  your  local  Army  Reserve  unit  to  make  a 
weekend  a month  exciting  and  rewarding. 

Explore  the  possibilities.  Call  our  officer 
counselor: 

CPT  Walter  Davis,  MSC 
USAR  AMEDD  Procurement 
5900  SW  73d  Street,  Suite  207 
Miami,  FL  33143 
(305)  667-5600/5609 


ARMY  RESERVE.  BE  AUYOU  CAN  BE. 


Mensaje  de  Toma  de  Posesión  del 
Dr.  Fernando  García  Rivera, 
Presidente  de  la  Asociación  Medica  de 
Puerto  Rico 


Constituye  para  mí  un  honor  y un  momento  de  gran 
satisfacción,  el  dirigirme  a ustedes  en  esta  primera 
ocasión,  en  mi  calidad  de  presidente  de  nuestra  presti- 
giosa Asociación  Médica  de  Puerto  Rico. 

Quiero  compartir  con  ustedes,  mis  ideas,  mi  filosofía 
y mi  estilo  de  ver  las  cosas,  particularmente,  de  aquellas 
que  atañen  a la  salud,  a la  clase  médica  y a nuestro 
pueblo. 

Reconocemos,  que  a lo  largo  de  estos  años,  como 
clase  médica  organizada,  hemos  jugado  un  papel  dema- 
siado pasivo,  a veces  sumiso,  muchas  veces  temerosos  y 
alejados  de  la  realidad,  perdiendo  en  ocasiones,  nuestra 
perspectiva  como  clase  y como  grupo  ante  nuestra 
comunidad. 

Nosotros,  la  clase  médica,  miembros  de  la  comunidad 
social  de  nuestro  país,  que  se  ocupa  primordialmente  de 
cuidar  la  salud  de  nuestro  pueblo,  no  solamente  es  un 
baluarte  importante  y necesario,  sino  que  constituye  el 
recurso  más  significativo  que  tiene  nuestro  pueblo,  para 
preservar  su  salud,  y mejorar  la  calidad  de  vida  de  los 
ciudadanos  de  nuestro  país. 

Es  imprescindible,  que  nuestra  palabra  como  Asocia- 
ción vaya  seguida  de  una  acción  inteligente,  con  valentía, 
con  honestidad,  dando  el  compás  y sentando  las  bases 
sólidas,  para  el  crecimiento  y superación  de  nuestra 
profesión. 

Analizando  objetivamente  nuestro  mundo  de  la 
medicina,  podemos  observar  claramente,  que  las  profe- 
siones aliadas  a la  salud,  giran  alrededor  de  un  solo 
grupo,  la  clase  médica. 

Sin  embargo,  es  precisamente  a nuestra  clase  médica 
a la  que  se  señala  con  ataques  de  toda  naturaleza, 
cuando  la  realidad,  es  que: 

Sin  nosotros  los  médicos,  no  hay  una  adecuada 
prestación  profesional  de  servicios  de  salud. 

Sin  los  médicos,  no  se  hubiesen  desarrollado  a capa- 
cidad y en  forma  paralela,  los  servicios  de 
enfermería,  en  todas  sus  modalidades. 

Sin  los  médicos,  no  hay  recetas,  y por  ende,  no  se 
benefician  las  compañías  farmacéuticas,  y de  igual 
suerte  las  farmacias. 

Sin  nosotros,  no  hubiese  florecido  ni  desarrollado,  en 
forma  sofisticada,  la  industria  hospitalaria,  ni  el 
sistema  administrativo  correspondiente. 

Tampoco,  perdurarían  los  laboratorios  clínicos,  ni 
las  compañías  proveedoras  de  equipos  médicos. 

Sin  los  médicos,  no  hay  para  la  creación  y subsisten- 
cia de  las  carreras  tecnológicas,  complemento  de  las 
especialidades  médicas. 

Tampoco,  habría  justificación  para  la  fabricación  de 
instrumentos  y equipos  sofisticados  para  el  diagnós- 


tico y tratamiento  de  enfermedades. 

Sin  los  médicos,  no  hubiesen  proliferado  ni  mantenido, 
las  corporaciones  proveedoras  de  servicios  de  salud, 
intermediarios,  que  conocemos  como  planes  médicos. 

Sin  la  clase  médica,  a final  de  cuentas,  no  existiría 
toda  esa  gama  de  servicios  fundamentales  para  el 
bienestar  de  la  salud  de  nuestro  pueblo. 

Con  estas  realidades,  es  obvio,  que  hay  que  cambiar 
de  estilo. 

En  vez  de  ser  pasivos,  como  ha  sido  prácticamente  el 
uso  y la  costumbre,  debemos  y tenemos  que  dictar  las 
pautas,  estableciendo  a todos  los  niveles,  sin  temor  las 
reglas  de  juego,  tomando  la  iniciativa  en  todo  aquello  que 
sea  digno  y beneficioso  para  la  salud  física  y mental  de 
nuetro  pueblo. 

Tenemos  el  intelecto  y los  recursos  necesarios  para 
darnos  a respetar,  por  lo  que  somos  y por  lo  que  repre- 
sentamos! 

Hay  que  dejar  de  ser  blandos  y echar  a un  lado  las 
consideraciones  estériles,  que  han  sido  responsables  en  la 
mayor  parte,  de  nuestro  estancamiento  institucional, 
situación  de  la  cual  se  han  estado  aprovechando. 

Veamos  ahora  el  aspecto  positivo  y práctico  de  este 
concepto.  Cuál  va  a ser  nuestra  postura  y qué  es  lo  que 
vamos  a hacer. 

Citando  a nuestro  querido  amigo  y distinguido 
pasado  presidente  de  nuestra  Asociación,  el  Honorable 
Secretario  de  Salud,  Dr.  Luis  Izquierdo  Mora.  “No  tene- 
mos tiempo  para  críticas,  el  poco  qué  tenemos,  es  para 
trabajar”.  Así,  en  estos  momentos  históricos  de  desorde- 
nada convivencia  social,  donde  existe  entre  otras  cosas 
una  crisis  de  credibilidad,  y donde  nuestro  pueblo  tiene  la 
necesidad  de  creer  en  sus  instituciones,  y creer  en  quienes 
las  dirigen,  nosotros,  tenemos  igualmente  la  obligación 
de  trabajar  con  realidades,  sin  demagogia,  sin  retórica, 
pero  en  efectividad! 

Nosotros  como  institución  organizada  y represen- 
tativa de  los  médicos  de  nuestro  país,  tenemos  en  agenda 
múltiples  frentes  de  acción,  todos  girando  alrededor  de 
dos  situaciones  fundamentales: 

(1)  El  mejoramiento  de  la  salud  de  nuestro  pueblo, 

tanto  en  su  fase  de  servicio  como  de  costo,  y la  de 

(2)  Salvaguardar  los  mejores  intereses  de  todos  los 

médicos  de  nuestro  país,  socios  y no  socios. 

Este  planteamiento  tiene  nuestra  más  alta  prioridad, 
para  ello,  ya  hemos  iniciado  los  paso  firmes  y necesarios, 
que  cambiarán  favorablemente  esta  situación. 

Por  primera  vez  en  muchos  años,  estamos  partici- 
pando activamente  en  sabia  armonía  y acción  con  el 
Departamento  de  Salud  y su  actual  figura  máxima,  el 
Honorable  Secretario  de  Salud,  ha  sabido  dar  los  pasos 
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de  avanzada,  al  unisono  con  nosotros,  la  Asociación 
Médica,  para  afrontar  los  problemas  de  salud  que  nos 
rodean,  en  búsqueda  de  las  mejores  alternativas. 

Estaremos  presente  con  activa  vigilancia  como 
Asociación,  en  toda  situación  que  se  intente  menoscabar 
o coartar  la  determinación  democrática  de  la  libre 
selección. 

Cualquier  movimiento  que  pretenda  tratar  a nuestros 
pacientes  basados  en  razones  económicas,  en  vez  de  ser 
sobre  bases  que  persigan  lo  que  es  mejor  para  el  paciente, 
es  y será,  una  perniciosa  interferencia  entre  la  buena 
relación  médico-paciente,  y nosotros  como  clase  médica 
organizada,  no  permitiremos  que  presiones  externas,  con 
intereses  económicos  o de  otra  naturaleza,  dicten  las 
normas  de  la  práctica  de  la  medicina  en  nuestro  país.  De 
igual  forma,  cualquier  movimiento  que  pretenda  tratar  a 
los  ciudadanos  de  nuestro  país,  con  tácticas  y prácticas 
engañosas,  haciéndose  pasar  por  “Profesionales”  en  el 
cuidado  de  la  salud,  serán  sistemáticamente  combatidas 
en  todos  los  foros  que  provee  nuestro  sistema  democrá- 
tico de  vida,  en  protección  y seguridad  de  la  salud  física  y 
mental  de  nuestro  pueblo  y todos  sabemos  a qué  y a 
quienes  me  refiero! 

Nuestro  pueblo  tiene  el  derecho  así  como  la  libertad 
de  escoger  a su  médico,  a su  doctor,  y gozar  de  los 
beneficios  de  una  práctica  médica  moderna,  sin  inhibi- 
ciones, sin  posiciones  mezquinas  y sin  regateos.  ¡Con  la 
salud  no  se  comercia  ni  se  juega! 

Nadie  enfermo  puede  gozar  a plenitud  ese  don 
precioso  de  la  vida,  que  Dios  nos  ha  regalado,  y somos 
nosotros,  los  médicos  de  Puerto  Rico,  y no  otros  grupos 
quienes  tenemos  el  privilegios  de  preocuparnos  por  la 
salud  y bienestar  de  nuestro  pueblo. 

Analizaremos  hasta  la  saciedad  y estaremos  presentes 
en  todas  aquellas  situaciones  en  donde  se  “Abusa”  y se 
“Engaña”  a los  pacientes,  así  como  a los  médicos  y 
hospitales. 

Entendemos,  que  los  planes  de  servicios  médicos 
serios,  han  cumplido  con  un  labor  social,  pero  desafor- 
tunadamente ha  habido  una  proliferación  de  corpora- 
ciones que  ofrecen  villas  y castillas  con  medias  verdades  y 
posturas  impostitivas,  que  afectan  adversamente  a los 
pacientes,  así  como  a los  médicos  y hospitales  partici- 
pantes. 

El  cuidado  de  la  salud  y los  servicios  médicos  tienen 
que  estar  en  manos  de  los  médicos  y no  en  manos  de  inter- 
mediarios, absolutamente  no,  en  manos  de  los  planes 
médicos. 

La  tendencia  de  querer  limitarle  sus  derechos  a los 
pacientes  así  como  la  actitud  discriminatoria  y penali- 
zante que  han  intentado  asumir  algunos  planes  médicos, 
no  tiene  cabida  en  nuestra  Asociación  Médica. 

Nadie,  obligará  a nuestra  clase  médica  a tomar 
decisiones  médicas,  en  forma  inadecuada  y con  prisa, 
promoviendo  ofrecer  una  medicina  deficiente,  y así  satis- 
facer las  tendencias  de  algunas  de  estas  corporaciones, 
que  solo  tienen  en  consideración,  el  aspecto  económico  a 
cambio  de  una  medicina  de  baja  calidad. 

Este  fenómeno  que  hemos  estado  combatiendo  desde 
mediados  de  año  tiene  nuestra  más  alta  consideración,  y 
continuaremos  nuestras  gestiones  con  el  Honorable 
Comisionado  de  Seguros,  así  como  el  Departamento  de 


Salud  en  forma  tal,  que  logremos  establecer  un  patrón  de 
servicios  adecuados  a los  pacientes,  y justo  en  su  remune- 
ración a los  médicos,  y en  el  lugar  que  corresponde  a los 
planes  médicos  en  cuestión. 

Conjuntamente  con  el  Departamento  de  Justicia  y el 
Departamento  de  Salud,  identificaremos  las  alternativas 
constitucionalmente  válidas  para  frenar  y poner  en  su 
justa  perspectiva,  la  situación  de  las  demandas  millona- 
rias  en  los  casos  de  impericia  profesional  y así, 
impulsaremos  legislación  en  este  sentido  en  protección  de 
nuestros  médicos. 

No  descansaremos,  utilizando  todos  los  recursos 
disponibles,  para  que  se  haga  justicia  a todos  los  médicos 
de  Puerto  Rico,  en  lo  que  respecta  a sus  honorarios  por 
servicios  profesionales,  eliminando  la  discriminación 
unilateral,  que  no  reconoce  a los  médicos  de  nuestro  país 
en  igual  de  condiciones  y ventajas,  como  a nuestros 
colegas  de  la  nación  Norte  americana. 

Nuestra  Asociación  Médica,  conjuntamente  con 
nuestras  escuelas  de  medicina  y las  facultades  médicas,  y 
el  Departamento  de  Salud,  elaborará  en  forma  objetiva, 
las  guías  necesarias,  que  trazarán  la  trayectoria  de  salud, 
para  los  años  venideros,  que  nuestro  país  necesita. 

Por  último,  pero  no  menos  importante,  quiero  decir 
algo  relacionado  con  le  movimiento  de  pretender 
cambiar  nuestro  status  como  Asociación. 

Hay  un  sector  de  dignos  y respetables  compañeros, 
que  por  distintas  motivaciones  han  estado  buscando 
alternativas  de  cambio,  siendo  básicamente  un  movi- 
miento de  querer  obtener  fuerza,  pero  no  debemos 
olvidar,  que  nuestra  Asociación  Médica  de  Puerto  Rico, 
ha  sido  y es  la  única  institución  que  en  forma  organizada 
representa  oficialmente  a nuestros  médicos  y que  por  más 
de  3/4  de  siglo  ha  sabido  representar  y defender  a 
nuestros  médicos,  con  orgullo,  enalteciendo  y prote- 
giendo nuestra  profesión;  luchando  continuamente  por 
el  bienestar  y la  salud  de  nuestros  pacientes.  Es  por  esto 
que: 

Todos,  los  médicos  en  general,  socios  y no  socios, 
tenemos  como  primera  decisión,  hoy,  que  hacer  un 
compromiso  de  lucha  inteligente,  de  vanguardia  y todos 
como  un  solo  hombre,  dar  nuestra  aportación  sabia  en 
forma  constante. 

Que  cada  uno  de  nuestros  actos,  sea  reflejo  fiel  de 
nuestra  sabiduría  de  nuestra  comprensión  de  nuestra 
humanidad.  Que  nos  orgullezca  al  sentir  esa  agradable 
sensación  de  ayudar  a nuestros  semejantes  y contribuir  a 
realzar  los  valores  de  nuestra  patria. 

La  unión  de  todos  los  médicos  la  podemos  obtener: 
Sin  tener  que  ceder  nuestros  principios  a cambio  de 
migajas  de  supuestos  beneficios; 

Sin  perder  nuestra  integridad  como  profesionales. 
Sin  sometemos  a nada  ni  ante  nada,  y sin  doble- 
garnos a los  vaivenes  y momentos  débiles  de  la 
situación  política  del  momento. 

Nuestra  libertad  como  clase  y como  individuos  no  se 
cambia,  ni  se  vende.  Nuestra  libertad  no  está  al 
servicio  de  la  voluntad  de  los  hombres. 

Los  hombres  viven,  luchan  y mueren  por  ser  libres,  y 
no  es  permisible  que  nuestra  clase  médica,  sea  el  chivo 
expiatorio,  que  satisfaga  las  necesidades  de  los  que 
quieren  substituir  la  libertad  por  el  poder.  ¡Sí!  podemos 
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ser  fuertes,  pero  sin  ceder  un  ápice  de  nuestra  libertad,  y 
esto  es  así,  mediante  una  Asociación  Médica  unida, 
fuerte  y pujante,  con  nuevos  bríos  y sabias  metas 
alcanzables. 

Aunando  esfuerzos  y dejando  a un  lado  considera- 
ciones mezquinas,  dejando  los  personalismos,  por  ideas  y 
labor  de  grupo.  Así  demostraremos  que  sí  vale  la  pena 
luchar  por  ideales,  que  sí  rinde  beneficios  sacrificarse  por 
el  bienestar  de  nuestros  hermanos  de  raza,  ratificando  así, 
que  en  nuestro  sistema  democrático  de  vida,  tenemos  la 
oportunidades  para  triunfar,  si  canalizamos  nuestras 
energías  y nuestras  voluntades,  con  visión  y sabiduría, 
pensando  siempre,  en  el  bienestar  de  todos,  y no,  en  el  de 
algunos  escogidos. 

Para  los  que  creemos  en  una  práctica  libre  de  una 


buena  medicina,  con  el  control  y dominio  absoluto  de  la 
determinación  de  nuestros  actos,  nuestra  Asociación 
Médica  es  su  casa. 

Para  los  que  dudan,  y consideran  otras  alternativas, 
cediendo  a la  voluntad  de  los  hombre,  este  es  el  momento 
de  abrir  los  ojos,  pensamiento  y corazón,  y entender  que 
nuestra  Asociación  Médica  de  Puerto  Rico,  es  y será  la 
fuerza  cohesora  de  todos  los  médicos,  que  puede  ayudar 
mejor  a los  médicos,  en  sus  necesidades  de  continuo 
desarrollo,  en  forma  libre  y democrática! 

Estoy  seguro,  que  con  la  ayuda  de  Dios,  la  unión  y el 
entendimiento  de  todos,  cumpliremos  la  misión  que 
tenemos,  como  médicos,  como  puertorriqueños  y como 
seres  humanos,  que  interesamos  dejar  la  mejor  herencia 
a las  generaciones  por  venir! 


Noviembre  1 1,  1985 
San  Juan,  Puerto  Rico 


He  flourished 
during  the  first 
half  of  the 
20th  century." 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  intervention 
is  threatening  the  quality  of  medicine  — and  your  right  to  function 
as  an  independent  professional. The  government,  responding  to 
cost  containment  pressures  from  myriad  sources,  has  taken  a 
more  active  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

In  your  fight  for  survival,  the  American  Medical  Association  is 
your  best  weapon.  The  AMA  is  the  most  influential  force  in 
health  care.  No  other  organization  can  so  effectively  reach  the 
national  policymakers  who  will  help  determine  your  future  and 
the  future  of  medicine. 

Join  the  AMA.  We're  your  voice  in  Washington.  And  we're 
fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 

(312)  645-4783,  or  return  this  coupon  to  your  state  or 

county  society. 


The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 


Name 


Address 


City  State  Zip 

„ □ Member,  County 

Medical  Society 

14-042 
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Semblanza 

Dr.  Fernando  García  Rivera 
Presidente  AMPR  1985-86 


Recibió  su  grado  académico  como  médico  cirujano 
en  la  Facultad  de  Medicina  de  la  Universidad  de 
Salamanca,  España.  Hizo  internado  reconocido  de  tipo 
rotatorio  en  el  Hospital  Regional  de  Distrito  en  Ponce. 

Se  desempeñó  como  médico  generalista,  dirigiendo  el 
entonces  Centro  de  Salud  de  Patillas,  por  dos  años. 

Hizo  su  especialidad  en  cirugía  general  en  el  Hospital 
de  Veteranos,  San  Juan;  Hospital  de  Distrito  en  Ponce  y 
en  el  Centro  Médico  de  la  Escuela  de  Medicina  de  Puerto 
Rico. 

Regresó  a Ponce  a ejercer  como  especialista  en  cirugía 
general  y desde  entonces  ha  estado  trabajando  activa- 
mente en  su  ciudad. 

Fue  Director  Médico  del  Fondo  del  Seguro  del  Estado 
de  la  Región  Sur,  por  10  años.  Ocupa  el  cargo  de  jefe  del 
Departamento  de  Cirugía  del  Hospital  Dr.  Pila  en  Ponce, 
y jefe  del  Departamento  de  Cirugía  del  Hospital  San 
Cristóbal  en  Ponce. 

Es  profesor  asociado  del  Departamento  de  Cirugía  de 
la  Escuela  de  Medicina  en  Ponce. 

Ha  ocupado  el  cargo  de  Delegado  ante  la  Cámara  de 
Delegados  de  la  Asociación  Médica  de  Puerto  Rico  y es 
Pasado  Presidente  de  la  Sociedad  Médica  del  Distrito  Sur 
y de  la  Academia  Médica  del  Distrito  Sur,  cargo  que 
ocupó  en  el  1982.  Es  miembro  de  la  Junta  de  Directores 
de  la  Asociación  Médica  de  Puerto  Rico  en  forma 
continua  desde  el  1980  y ha  ocupado  los  puestos  de 
Vicepresidente  y Presidente  respectivamente  de  la 
Cámara  de  Delegados  de  la  Asociación  Médica  de  Puerto 
Rico.  Actualmente  es  Presidente  de  la  Asociación  Médica 
de  Puerto  Rico  y es  un  firme  defensor  de  las  instituciones 
democráticas. 

El  Dr.  Fernando  García  Rivera  nació  un  11  de 
noviembre  y sus  padres  son  Don  Alvaro  García  Vázquez 
y Doña  María  Dolores  Rivera  de  García. 

Está  casado  con  la  Sra.  María  del  Carmen  Rovira  y 
tiene  tres  hijos;  Tomás,  Fernando  y María  de  los  Angeles. 
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As  Dr.  Enrique  Vázquez  Quintana  states  in  his  Editorial 
on  Board  Certification,  there  are  more  than  twenty-three 
different  medical  specialties.  No  questions  about  it.  The 
question  is;  do  we  really  need  this  many?  This  is  not  the 
issue  here,  so  we  will  set  this  question  aside  for  answering 
in  a not  so  distant  future. 

We  must  answer  another  question  yet.  Does  our  present 
system  of  training  specialists  really  provides  the 
assurance  to  the  patients  and  to  us  physicians  who  must 
make  referrals  that  this  “specialist”  is  the  best  physician 
to  handle  the  case? 

Let  us  go  back  in  history.  We  must  remember  that 
surgery  was  not  a part  of  medicine.  The  first  surgeons 
were  barbers.  They  later  integrated  with  physicians  since 
they  lacked  adequated  medical  knowledge  and  had  to 
rely  on  the  “well  educated”  physicians  who  like  phareeses 
imparted  the  little  knowledge  they  had  learned  (and  later 
proven  to  be  wrong)  but  at  that  time  all  the  poor  patients 
had  to  rely  on. 

As  we  advanced  in  time,  and  especially  in  the  New 
Continent  where  there  was  an  extreme  shortage  of 
Medical  Schools,  physicians  sought  training  with  other 
physicians  who  enjoyed  good  reputations  as  healers  or 
operators  or  were  charismatic.  They  took  up  “residence” 
with  the  physician  that  was  going  to  train  him  and  thus 
the  word  “doing  a residency”  was  coined  meaning  post 
graduate  training.  I will  not  bore  the  reader  with  known 
facts  any  more. 

Let  us  take  a view  as  to  what  this  system  has  come  to.  I 
must  part  in  opinion  with  my  good  friend  Dr.  Vázquez- 
Quintana  when  he  writes:  “while  others  have  been 
permitted  to  practice  after  a locally  accredited  internship, 
etc.”  There  are  internships  in  Puerto  Rico  that  surpass  by 
far  many  internships  in  the  U.S.  I have  seen  both  in 
operation  and  have  been  able  to  judge,  as  many  of  you 
have.  Elowever,  many  people  in  Puerto  Rico  downgrade 
our  values,  and  if  you  do  not  have  a B.A.  (Born  in 
America)  or  aT.A.  (Trained  in  America)  or  if  it  is  not  made 
in  America,  it  is  therefore  of  little  value.  Wrong  concept, 
but  true. 

Let  us  discuss  they  myth  of  “specialism”.  If  you  are  a 
specialist  you  are  well  trained  and  know.  If  you  do  not 
have  a specialty  you  are  not  well  trained  and  an  ignorant. 
Wrong  again.  I know  many  good  General  Practicioners 
here  and  in  the  U.S.  who  are  excellent  surgeons. 

American  Medicine  has  been  geared  for  America. 
America  (meaning  the  U.S.)  is  great  and  in  its  greatness  it 
is  extravagant  and  wasteful.  America  believes  in  business 
and  American  Medicine  has  become  a business.  The 
patient  is  not  seen  as  a human  being  any  more.  Some 


physicians  are  not  in  training  for  the  purpose  of  really 
helping  humanity,  but  for  self  gratification.  We  hear 
comments  in  young  physicians  such  as  “I  will  take  up  a 
surgical  specialty  since  I will  be  making  more  money”. 

Let  us  not  criticize  them  for  this  comment.  This  is  what  he 
grows  up  with  in  training  to  become  a physician.  We  all 
know  what  a G.P.  or  any  other  medical  specialty  makes, 
and  we  all  know  tha  what  many  of  us  do  in  two  months  of 
hard  work  (day  and  night),  a surgeon  does  in  one  opera- 
tion. Please  do  not  take  this  to  be  offensive.  You  trained 
for  this  and  you  should  get  pay  for  it.  However,  we  all 
know  that  many  elective  surgery  is  done  which  should  not 
have  been  done.  We  know  the  reasons  were  other  but 
humanitarian.  These  surgeries  are  done  by  these 
surgeons,  who  went  into  a specialty  to  make  money,  not 
to  really  help  the  patient.  I have  a lot  of  respect  for 
surgeons,  please  do  not  misunderstand  my  words.  My 
son  is  a surgeon  and  in  hope  that  he  will  always  be  a good 
surgeon  is  one  of  the  reasons  for  this  letter. 

We  must  consider  what  motivations  are  behind  a 
physician  when  he  seeks  a specialty.  We  must  give 
adequate  orientation  to  interns.  We  must  make  them 
realize  that  medicine  is  to  help  a human  being,  not  to 
profit  by  it.  True,  we  must  make  a living  but  we  must  not 
exploit  a layman’s  ignorance  for  personal  gain. 

We  all  know  what  “feather  bedding”  is.  But  to  put  it  in 
other  words  it  implies  making  a consult  which  is  unneces- 
sary. Why  are  these  referrals  made?  Because  we  want  to 
gain  some  type  of  favor  which  could  be  for  pecuniary 
profit  or  in  seeking  referrals  ourselves.  Let  me  explain:  a 
patient  come  in  with  asthma.  We  all  know  what  asthma  is 
about  and  its  anatomopathological  results  as  well  as  its 
physiopathology.  We  know  how  to  treat  it,  but  yet 
sometimes  we  call  in  a pneumologist  “to  help  us”,  “to 
share  responsibility”,  to  belong  to  a hospital  clan  and 
gain  their  acceptance.  With  all  due  respect  to  pneumolo- 
gists  we  should  send  only  cases  that  really  merit  the 
services  of  a pneumologist  and  give  him  the  donors  of  his 
specialty. 

But  here  comes  the  big  question:  How  many  specialists 
do  we  need?  Who  regulates  the  amount  of  specialists 
needed  or  their  geographic  distribution? 

True  that  patients  in  seeking  the  best  care  possible  have 
been  lured  to  “specialism”  by  the  great  business  pro- 
paganda released  by  the  American  Medical  Association. 
Yet  the  patient  is  learning  that  primary  medicine  helps  his 
pocket  as  well  as  his  health.  If  we  look  for  the  answer  of 
the  rising  costs  of  medical  care  we  must  mention 
“specialism”  as  one  of  the  important  factors. 

The  American  public  has  been  finding  out  that  it  was 
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being  abused  by  “specialism”  and  many  iatrogenic 
situations  were  provoked  giving  rise  to  an  increase  in 
malpractice  suits.  We  must  remember  that  it  is  the 
surgical  specialties  which  generate  the  greatest  amount  of 
suits.  Thus  the  “second  opinion”  and  “third  opinion” 
came  into  being. 

Yes,  1 believe  in  board  certification.  A good  state  board 
examination  with  proper  certification  by  that  board. 

The  State  should  have  examiners  in  all  the  specialties,  and 
this  certification  should  be  given  by  the  State.  There  is  too 
much  politics  involved,  we  must  train  our  primary  care 
physicians  properly  and  re-certify  them  every  five  years 
or  so.  This  should  be  the  seed  of  good  medical  and 
surgical  care. 

This  Eutopia  will  never  come  in  our  time.  Not  when  our 
government  rewards  individuals  who  can  not  pass  the 
State  boards  with  jobs  while  physicians  who  have  proved 
their  competence  can  not  get  a government  job,  even 
when  it  is  a well  known  fact  that  there  are  some  foreign 
countries  where  you  can  purchase  an  M.D.  title  for  a 
handful  of  dollars.  To  allow  these  incompetent  persons  to 
take  care  of  our  people  is  criminal  negligence.  This  is 
much  more  important  than  being  board  certified  in  a 
specialty  or  not. 

I do  however  agree  with  Dr.  Vázquez-Quintana  in 
weaning  out  the  so  called  specialists  who  are  not. 


S.  González-Vicente,  M.D. 
Family  Physician 
Hato  Rey,  Puerto  Rico 


Be  prepared.  Doctor,  More  patients 
will  be  asking  about  colorectal  cancer. 
According  to  a suiwey*  conducted  by  the 
American  Cancer  Societ)',  many  people 
would  like  to  receive  more  information 
about  colorectal  cancer,  and  83%  said 
they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer 
can  be  detected  before  symptoms  appear. 
The  pre.sent  cure  rate  is  44%.  The  cure 
rate  could  be  ns  high  as  75%,  with  early 
detection  and  appropriate  management. 

For  asymptomatic  persons  the  SocieU’ 
recommends  annual  digital  rectal  exam- 
ination at  age  40  and  over;  at  age  50  and 
o\'er,  an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  ever\’  three  to  h\'e  years, 
following  two  initial  annual  negative 
sigmoido.scopies. 

We're  here  to  help.  You  can  reach  us  at 
your  local  American  Cancer  Sociep-  office 
or  write  to  our  Frofe.ssional  Education 
Depanment  at  National  I leadquarters, 

90  Park  Avenue,  New  York,  N.Y.  10016. 

Ask  about  the  Socieu^'s  Colorectal  Check 
program  of  professional  and  public 
education  for  the  early  detection  of 
colorectal  cancer. 


AAAERICAN 
V CANCER 
f SOCIETY® 
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Everybody  deserves 
a chance  to  make  it 
on  their  own. 


Everybody. 


The  National  Urban  League  is  dedicated  to  achieving  equal  opportunity 
for  all.  And  you  can  help.  Contact  your  local  Urban  League  or  write: 


A Public  Service  o(  This  Publication 


National  Urban  League 

500  East  62nd  Street 
New  York,  N.Y.  10021 


FEAR  OF  VACCINE  TIED  TO  ALARMING  RISE  IN 
WHOOPING  COUGH: 

TEN  OUTBREAKS  RESULT  IN  DISABILITY 
AND  DEATH 


il^ 

American  College  of  Physicians 


THORACENTESIS  CALLED  SAFE  AND  USEFUL 
BY  AMERICAN  COLLEGE  OF  PHYSICIANS 


Diagnostic  thoracentesis  is  safe,  well-tolerated  by 
patients,  and  can  be  done  on  an  out-patients  basis, 
according  to  a recent  evaluation  of  the  procedure  by  the 
American  College  of  Physicians  (ACP).  The  recommen- 
dation on  thoracentesis,  a procedure  whereby  fluid  is 
removed  from  the  chest  cavity  for  diagnostic  purposes, 
was  prepared  by  the  College’s  Clinical  Efficacy  Asses- 
sment Project  (CEAP). 

In  certain  diseases,  such  as  cirrhosis  or  congestive  heart 
failure,  fluid  can  leak  into  the  pleural  cavity.  This  fluid 
leakage,  called  a pleural  effusion,  can  also  occur  for 
unknown  reasons.  By  obtaining  a specimen  using 
thoracentesis  and  performing  selected  laboratory  tests  on 
the  fluid,  a physician  can  accurately  determine  why  a 
pleural  effusion  has  developed.  In  some  cases,  the  fluid 
may  indicate  the  presence  of  a life-threatening  disease.  A 
timely,  accurate  diagnosis  can  lead  to  proper  treatment. 

The  recommendations  also  states  that  since  thora- 
centesis and  pleural  biopsy  do  not  require  complex 
equipment  or  hospitalization,  the  cost  of  the  procedure  is 
relatively  low. 

Complete  copies  of  this  and  other  CEAP  recommeda- 
tions  may  be  obtained  from  the  ACP. 

Through  CEAP  the  ACP  evaluates  the  effectiveness  of 
medical  tests,  procedure  and  therapies  and  makes  recom- 
mendations on  their  appropriate  uses.  Begun  in  1976  as 
the  Medical  Necessity  Project,  the  program  was  renamed 
the  Clinical  Efficacy  Assessment  Project  in  1981. 


Concerned  with  the  alarming  numbers  of  children 
contracting  pertussis  (whooping  cough),  the  American 
Academy  of  Pediatrics  (AAP)  reiterated  its  appeal  that 
all  children  receive  the  five  doses  of  vaccine  required  to 
protect  them  from  this  preventable  disease. 

Martin  H.  Smith,  M.D.,  AAP  president,  cited  ten 
separate  outbreaks  of  whooping  cough  as  an  indication 
that  the  public’s  confidence  in  the  diphtheria-tetanus- 
pertussis  (DTP)  vaccine  has  slipped  to  unacceptable 
levels.  “Clearly,  scientifically  valid  information  about  the 
pertussis  vaccine  isn’t  reaching  parents  as  quickly  as  it 
should,  while  misinformation  and  half-truths  are 
rampant,”  he  said. 

Dr.  Smith  expressed  concern  that  parents  may  be 
delaying  immunizations  because  of  recent  publicity 
about  the  vaccine’s  saftey.  During  the  past  two  years, 
several  TV  programs  overemphasized  the  rare  complica- 
tions that  can  occur  from  the  DTP  vaccine  without 
sufficient  emphasis  on  the  benefits. 

During  the  past  year  alone,  Georgia,  Hawaii,  Indiana, 
Iowa,  Minnesota,  Oklahoma,  Oregon  and  three  counties 
in  Texas  reported  near-epidemic  cases  of  whooping 
cough  that  have  resulted  in  hospitalization,  brain  damage 
and  even  death. 

**  in  Moultrie,  a small  town  in  Colquitt  County, 
Georgia,  21  cases  had  been  reported  as  of  March 
1985;  2 children  required  hospitalization 
**  Hawaii  reported  Meases  between  June  and  August 
of  this  year,  5 of  which  were  hospitalized.  In  1984, 
102  children  contracted  pertussis;  33  were  hospita- 
lized and  one  infant  died  of  complications  from  the 
disease 

**  in  July  alone,  30  cases  of  pertussis  were  confirmed  in 
Indiana.  The  1984  total  was  225,  over  5timesgreater 
than  the  state’s  annual  average 
**  The  Iowa  state  health  department  recently  detected 
an  outbreak  when  1 7 cases  of  pertussis  were  reported 
since  August  of  this  year;  to  date,  one  child  has  been 
hospitalized 

**  Minnesota  has  reported  64  cases  of  whooping  cough 
since  June  and  a total  of  78  cases  since  January, 
almost  four  times  the  total  for  all  of  last  year;  19 
youngsters  have  had  severe  enough  cases  to  be 
hospitalized.  Although  there  have  been  no  deaths, 
it’s  too  early  to  detect  long  term  complications  such 
as  brain  damage 
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**  Oklahoma  traditionally  leads  the  nation  in  the 
incidence  of  whooping  cough.  This  year,  183  cases 
have  been  confirmed,  47  of  them  since  October  1 . Six 
children  have  been  hospitalized. 

**  Portland,  Oregon  has  seen  a 50%  increase  in 
whooping  cough  cases  over  last  year’s  experience.  In 
January  and  February,  10  children  were  stricken 
with  the  disease,  seven  of  whom  had  not  been 
immunized  and  three  who  received  only  one  of  the 
recommended  five  doses 

**  Texas  has  reported  three  separate  outbreaks  this 
year.  As  of  August  1984  ther  statewide  statistics 
showed  60  cases  of  pertussis;  three  of  the  victims 
died.  By  mid-September,  of  this  year,  128  cases  had 
been  reported  in  Bexar  and  Val  Verde  counties  alone, 
and  146  cases  had  been  confirmed  in  the  entire  state. 
In  mid-October  the  Texas  epidemic  produced  its  first 
tragedy  this  year:  a 5 month-old  San  Antonio  girl 
suffered  such  serious  symptoms  that  she  had  to  rely 
on  a ventilator  to  aid  breathing  and  subsequently 
developed  brain  damage 

These  are  just  several  examples;  there  may  be  others. 
According  to  Dr.  Smith,  these  incidents  are  just  local 
illustrations  of  what  is  occurring  nationwide.  In  1982  the 
national  total  of  pertussis  cases  was  1,342;  in  an  October 
18,  1985  report  issued  by  the  Centers  fo  Disease  Control, 
the  total  to  date  this  year  is  already  2,258. 

Pertussis  isn’t  the  only  once-forgotten  childhood 
disease  that  is  making  a comeback.  Measles,  striking 
1,342  children  in  1982,  had  afflicted  almost  2,500 
youngsters  by  mid-October  of  this  year.  “We  suspect  that 
these  statistics  are  conservatively  low,”  said  Dr.  Smith. 
“Reports  of  infectious  diseases  are  traditionally  under- 
reported.” 

Urging  parents  to  discuss  both  the  risks  and  the  benefits 
of  childhood  immunizations  with  their  pediatricians.  Dr. 
Smith  emphasized  the  overwhelming  evidence  support- 
ing continued  administration  of  the  pertussis  vaccine. 
“Parents  who  fear  the  effects  of  this  vaccine  fail  to 
understand  that  the  disease  itself  causes  the  same 
damage,  but  in  far  more  children,”  he  explained. 

One  child  in  100,000  receiving  the  pertussis  vaccine 
could  suffer  neurological  damage.  But  one  child  in  only 
9,500  unvaccinated  children  will  suffer  the  same  damage 
after  contracting  the  disease.  In  unvaccinated  infants, 
whooping  cough  and  permanent  damage  are  even  more 
common. 

Thus  the  irony:  Immunized  children  are  ten  times  less 
likely  to  suffer  the  every  consequences  that  cause  parents 
to  avoid  getting  their  children  vaccinated.  Parents  and 
pediatricians  can  reduce  the  likelihood  of  permanent 
neurological  damage  by  discussing  detailed  medical 
histories  that  include  a child’s  reaction  to  previous  doses 
of  the  vaccine.  Some  reactions  to  previous  DTP  doses 
might  preclude  subsequent  doses.  These  include:  fever 
higher  than  104  degrees  F,  uncontrollable  screaming, 
excessive  sleepiness,  limpness,  paleness  and  convulsion. 

Through  federal  legislation,  a resolution  to  this  dilema 
is  in  sight.  A Senate  bill  which  would  establish  a national 
vaccine  injury  compensation  program  has  attracted 


widespread  bipartisan  support.  Similar  legislation  is 
expected  to  be  introduced  into  the  House  before  the  end 
of  the  year.  In  addition  to  assuring  prompt  and  equitable 
financial  relief  to  families  whose  children  have  suffered  a 
vaccine  injury,  the  program  would  mandate  reporting  of 
adverse  vaccine  reactions,  more  and  better  parent 
education  and,  most  important,  research  to  improve 
vaccines.  Any  legislation  also  must  assure  that  the  private 
sector  can  continue  to  supply  these  much  needed  vaccines 
and  continue  to  fund  research  into  new  and  improved 
vaccine  products. 

“We  have  long  advocated  increased  vaccine  research 
and  expect  that  it  will  be  fruitful,”  Dr.  Smith  said.  “Until 
a better  pertussis  vaccine  is  available,  however,  we  must 
reaffirm  our  commitment  to  immunizing  all  children 
with  the  current  vaccine  which  has  proven  itself  effective 
in  protecting  children  against  pertussis.” 


Cardiovascular  News 

FUROSEMIDE  UPTAKE  FOUND 
ALTERED  IN  CHF 

Furosemide  absorption  is  altered  in  patients  with 
decompensated  congestive  heart  failure,  researchers  in 
Dallas  found. 

In  patients  with  decompensated  CHF  who  were  being 
treated  with  furosemide.  Dr.  D.  Craig  Brater  and  his 
colleagues  found  “a  significant  decrease  in  lag  time  and  in 
time  to  peak  serum  concentrations,  and  a significant 
increase  in  the  peak  serum  concentration  as  the  patients’ 
clinical  status  improves.  Thus,”  the  Bratergroup  wrote  in 
the  Annals  of  Internal  Medicine  (102:314,  1985),  “relati- 
vely more  furosemide  was  absorbed  at  earlier  times  after 
administration  in  patients  with  compensated  congestive 
heart  failure.” 

Even  so,  there  were  no  significant  changes  in  the  over- 
all absorption  or  metabolism  of  furosemide. 

In  an  interview  with  Cardiovascular  News,  Dr.  Brater, 
associated  professor  of  pharmacology  and  medicine  at 
the  University  of  Texas  Health  Science  Center  at  Dallas, 
said  the  findings  suggest  that  intravenous  therapy  may  be 
necessary  to  induce  a prompt  diuretic  response  in  these 
patients.  “These  patients  will  probably  respond  to  a 
diuretic  given  orally;  however,  considerably  larger 
doses — maybe  three  or  four  times  the  usual  dose — may 
be  required.  Furthermore,  the  physician  may  have  to  wait 
two  to  three  hours  before  the  onset  of  diuresis,”  he 
explained.  “Intravenous  therapy  will  effect  a more  rapid 
response  and  once  the  patient  has  stabilized,  he  can  be 
switched  to  oral  medication.” 

Dr.  Brater’s  collaborators,  from  the  Dallas  Veterans 
Administration  Medical  Center  and  the  Southwestern 
Medical  School,  University  of  Texas  Health  Science 
Center,  include  Michael  R.  Vasko,  PhD,  Debbie  Brown- 
Cartwright,  PA,  and  Drs.  James  P.  Knochel  and  J.V. 
Nixon. 
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Because  patients  are  often  unresponsive  to  oral  furose- 
mide,  the  treatment  of  CHF  is  often  problematic,  Dr. 
Brater  said.  One  hypothesis  frequently  suggested  to 
explain  this  resistance  is  that,  if  patients  have  edema  in 
the  periphery,  then  edema  is  probably  also  present  in  the 
intestinal  tract,  thus  preventing  normal  drug  absorption. 

In  the  past  five  years.  Dr.  Brater’s  group  has  under- 
taken several  studies  to  evaluate  this  hypothesis. 
Specifically,  the  present  study  was  designed  to  determine 
if  furosemide  absorption  is  altered  in  patients  with 
decompensated  CHF  and  “to  assess  whether  any 
alteration  in  furosemide  pharmacokinetics  occurs  between 
patients  with  decompensated  and  compensated  CHF 
over  and  above  the  changes  seen  in  CHF  compared  to 
normal  persons.” 

Pharmacokinetic  and  pharmacodynamic  responses 
were  evaluated  in  11  patients  hospitalized  with  decom- 
pensated CHF  who  continued  to  receive  their  usual  out- 
patient dose  of  oral  furosemide  on  two  separate 
occasions,  once  during  decompensated  CHF  and  again 
after  they  had  received  dry  weight  (defined  as  disap- 
pearance of  edema  without  evidence  of  intravenous 
volume  depletion). 

Seven  patients  simultaneously  received  oral  D-xylose 
to  allow  additional  evaluation  of  intestinal  absorption. 
Patients  did  not  receive  diuretics  other  than  furosemide. 
The  investigators  found  “a  57%  decrease  in  lag  time,  a 
27%  decrease  in  time  to  peak  serum  concentration,  and  a 
29%  decrease  in  the  peak  serum  furosemide  concentra- 
tion in  compensated  as  compared  to  decompensated 
patients.  Furthermore,  despite  a trend  towards  more 
absorption  in  the  compensated  state,  there  was  no  signi- 
ficant change  in  the  total  amount  of  furosemide  absorbed 
or  in  its  metabolism.” 

Dr.  Brater  said  the  findings  also  indicate  that  the 
altered  absorption  of  furosemide  is  “directly  related”  to 
the  severity  of  CHF. 

“Basically,  what  we  observe  clinically,”  he  told 
Cardiovascular  News,  “is  that  when  a patient  presents 
with  decompensated  CHF,  he  won’t  respond  well  to  an 
oral  diuretic.  However,  when  we  treat  the  heart  failure 
and  eliminate  the  excess  fluid,  his  absorption  profile 
becomes  more  normal  and  he  starts  to  respond  better.” 

The  investigators  also  found  that  there  were  no  quanti- 
tative differences  in  absorption  between  decompensated 
and  compensated  states  in  patients  given  D-xylose. 

Dr.  Brater  said  findings  from  the  present  study 
“reinfore  the  clinical  impression  of  physicians”  that 
furosemide  absorption  is  abnormal  in  patients  with 
decompensated  CHF  and  that  intravenous  therapy  is 
needed  to  induce  prompt  diuresis.  He  also  noted  that 
further  trials  are  needed  to  identify  the  mechanism(s)  of 
furosemide  resistance. 

DIGITALIS  RISK  TIED  TO  PLASMA  Mg  LEVELS 

Physicians  are  urging  routine  serum  magnesium 
measurements  in  patients  receiving  both  digitalis  and 
diuretics,  in  an  effort  to  pinpoint  additional  patients  at 
risk  for  the  toxic  effects  of  digitalis. 

Dr.  Robert  Whang  and  colleagues  examined  the 


relative  frequency  of  hypomagnesemia  and  hypokalemia 
in  136  patients  receiving  digitalis.  In  that  study,  reported 
in  the  Archives  of  Internal  Medicine  (145:685,  1985), 
hyponatremia  (<130mEq/L)  was  the  most  frequent 
electrolyte  abnormality,  occurring  in  21%  of  patients. 
Hypomagnesemia  (<1.25mEq/L)  was  observed  in  19% 
of  patients  and  hypokalemia  (<3.5mEq/L)  in  9%. 

Dr.  Whang  is  Chief,  Medical  Service,  at  the  Veterans 
Administration  Medical  Center  and  professor  of  medi- 
cine at  the  University  of  Oklahoma  Health  Sciences 
Center.  His  colleagues  include  Drs.  Tijien  O.  Oei  and 
August  Watanabe,  of  the  Departments  of  Pathology  and 
Medicine,  respectively,  at  Indiana  University  School  of 
Medicine  in  Indianapolis. 

In  an  interview  with  Cardiovascular  News,  Dr.  Whang 
offered  additional  insight  into  the  present  trial.  “We  were 
confident  that  physicians  were  well  aware  of  the 
relationship  between  digitalis  toxicity  and  hypokalemia. 
However,  we  didn’t  have  that  confidence  when  it  came  to 
the  relationship  between  hypomagnesemia  and  digitalis 
toxicity.  So,  as  a first  step,  we  initiated  this  rather 
straightforward  study  aimed  atdeterminingthe  frequency 
of  these  electrolyte  disorders,”  he  said. 

“We  were  surprised,  but  not  too  surprised,  when  we 
found  about  a twofold  increase  in  the  incidence  of 
hypomagnesemia  over  that  of  hypokalemia  in  patients 
receiving  digitalis.” 

Why  this  finding  occurred,  he  continued,  is  unclear, 
but  he  did  offer  an  explanation.  “Once  possibility  is  that 
the  serum  potassium  level  is  frequently  determined  on  a 
routine  basis.  In  contrast,  unless  the  physician  specifi- 
cally request  it,  a serum  magnesium  level  is  not  reported 
to  the  clinician.  This  might  account  for  some  of  the 
variance  we  observed.” 

As  for  therapeutic  strategies.  Dr.  Whang  advises 
clinicians  to  order  routine  serum  magnesium  determina- 
tions. “Failing  that,  we  suggest  that  patients  who  are  on 
digitalis  and  who  are  receiving  diuretics  should  probably 
be  evaluated  for  the  possibility  of  coexisting  hypomagne- 
semia,” he  added. 

“Another  indicator,  he  said,  might  be  the  presence  of 
hypokalemia  per  se,  because  of  what  appears  to  be  a 
rather  good  correlation  between  hypomagnesemia  and 
hypokalemia.”  In  fact,  in  both  the  article  and  the 
interview  with  Cardiovascular  News,  Dr.  Whang  referred 
to  two  studies  that  have  shown  a frequency  of 
hypomagnesemia  in  hypokalemic  patients  ranging  from 
38  to  42%.  These  findings  suggest  that  all  hypokalemic 
patients  requiring  potassium  supplementation  may 
benefit  from  concurrent  treatment  with  magnesium.  In 
addition,  although  the  ideal  ratio  of  potassium- 
magnesium  supplementation  has  not  been  determined,  at 
the  present  time  they  advise  replacing  both  potassium 
and  magnesium  at  an  8:1  molar  ratio,  “approximating 
intracellular  potassium  and  magnesium  composition.” 

The  Whang  group  caution  that  “any  contraindication 
to  potassium  supplementation,  such  as  renal  insuf- 
ficiency should  also  interdict  magnesium  administration, 
to  avoid  hyperkalemia  and  hypermagnesemia.” 

Can  routine  magnesium  determinations  be  justified  in 
this  age  of  cost  containment?  Said  Dr.  Whang:  “I  think 
every  expense  counts  when  it  comes  to  cost  containment. 
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A patient,  for  example  might  develop  a very  significant 
ventricular  arrhythmia  on  digitalis.  If  the  arrhythmia 
happens  to  be  due  to  magnesium  depletion  and  it  is  not 
recognized  early,  the  patient  may  sustain  severe  damage 
over  the  long  run  and  in  so  doing  also  spend  a lot  of 
money.  I think  it  makes  good  sense  to  spend  the  money 
early  on  for  prevention  rather  than  later  on  for 
treatment.” 

NEW  CAPTOPRIL  INDICATIONS 

At  a scientific  press  briefing,  Squibb  Corporation 
announced  that  the  Food  and  Drug  Administration  has 
approved  revised  labelling  for  the  angiotensin  converting 
enzyme  inhibitor  Captopril  (Capoten®).  Heretofore 
approved  only  for  severe  hypertension  refractory  to  other 
medications  (as  well  as  for  congestive  heart  failure),  the 
drug  is  now  officially  indicated  as  first  line  monotherapy 
in  the  treatment  of  all  forms  of  hypertension.  The 
warning  continues,  that  Captopril  be  used  with  caution  in 
patients  with  collagen  vascular  diseases  (SLE,  sclero- 
derma) and/or  impaired  renal  function  from  other 
causes. 

Physicians  at  the  briefing  said  it  is  expected  that,  under 
its  new  indications,  Captopril  will  find  especially  wide 
acceptance  in  the  management  of  milder  forms  of  hyper- 
tension. In  addition  to  its  efficacy  as  an  antihypertensive, 
the  drug  combines  safety,  convenient  dosing,  and  a 
uniquely  low  side-effect  profile  (does  not  interfere  with 
K +,  glucose,  or  lipid  metabolism  or  with  CNS  function) 
favoring  compliance  generally,  and  particularly  in  active 
people  who  might  otherwise  not  adhere  to  a therapeutic 
regimen — for  asymptomatic  disease — that  depleted  their 
quality  of  life. 


DIABETIC  WOMEN  FOUND  PRONE  TO  FATAL 
CHE  IN  AFTERMATH  OF  MI 

Diabetic  women  with  acute  myocardial  infarction  (MI) 
are  at  increased  risk  of  death  due  to  congestive  heart 
failure  (CHF),  according  to  a study  by  a team  from  a New 
England  Deaconess  Hospital  and  The  Joslin  Clinic  in 
Boston. 

The  investigators  also  found  that  the  increased  risk  is 
not  due  to  larger  infarct  size  or  other  conditions  that 
typically  predispose  to  CHF. 

The  data,  from  a retrospective  review  of  183  diabetics 
with  acute  MI,  were  reported  at  the  34th  Annual 
Scientific  Session  of  the  American  College  of  Cardiology 
by  Dr.  Michael  P.  Savage,  currently  cardiology  fellow  at 
Thomas  Jefferson  University  Hospital,  Philadelphia. 


Dr.  Savage’s  associates  were  Drs.  Andrzei  S.  Krolewski, 
Gregory  Kenien,  Mark  P.  Lebeis,  and  Stanley  M.  Lewis. 

“Diabetes  mellitus  has  been  associated  with  high 
mortality  rates  in  patients  suffering  acute  MI.  However, 
the  causes  of  this  excess  mortality  among  diabetics 
remains  unknown,”  Dr.  Savage  said.  Accordingly,  the 
present  study  was  undertaken  to  define  outcome  in  these 
patients  more  precisely. 

In  all  patients  enrolled  in  the  trial  (whose  mean  age  was 
66  years),  the  diagnosis  of  diabetes  had  been  made  at  least 
one  month  before  acute  MI  that  had  been  confirmed  by 
electrocardiographic  changes  and  cardiac  enzyme  deter- 
minations. 

Diabetes  of  at  least  ten  years’  duration  and  a history  of 
congestive  heart  failure  prior  to  hospitalization  were 
more  common  in  the  female  than  in  the  male  cohort. 
Dr.  Savage  observed.  However,  there  were  no  differen- 
ces between  the  two  sexes  with  respect  to  proliferative 
retinopathy,  renal  disease,  obesity  hypertension,  or 
history  of  prior  MI. 

Mortality  for  the  entire  study  population  was  28%  and 
mortality  for  women  (38%)  was  twice  that  of  men  (19%). 
Furthermore,  “while  mortality  was  significantly  higher 
in  patients  suffering  a repeat  infarction,  the  two-fold 
increase  in  mortality  in  diabetic  women  was  observed 
with  both  initial  and  repeat  infarctions,”  Dr.  Savage  said. 

In  order  to  identify  the  cause(s)  of  the  increased 
mortality  among  diabetic  women,  the  occurrence  of 
infarct-  related  complications  were  evaluated.  There  were 
no  male-female  differences  in  the  rate  of  ventricular 
tachyarrhythmias,  supraventricular  arrhythmias,  or  second- 
and  third-degree  heart  block.  On  the  other  hand. 
Dr.  Savage  pointed  out,  the  diabetic  women  were 
considerably  more  likely  than  diabetic  men  to  develop 
severe  CHF.  In  fact,  44%  of  diabetic  women  were  Killip 
Class  III  or  IV,  compared  to  25%  of  diabetic  men. 

“The  excess  mortality  in  diabetic  women  was  entirely 
attributable  to  congestive  heart  failure,”  Dr.  Savage  said. 
“Furthermore,  while  mortality  due  to  congestive  heart 
failure  was  markedly  increased  in  diabetic  women,  the 
over-all  mortality  from  causes  other  than  heart  failure 
was  identical  in  both  men  and  women.” 

This  study  was  unable  to  establish  a cause  for  the 
increased  incidence  of  severe  CHF  among  diabetic 
women.  Dr.  Savege  said.  There  were  no  differences  in 
the  rate  of  Q-wave  infarctions,  anterior  infarctions,  or 
peak  creatine  kinase  enzyme  determinations  “suggestive 
of’  larger  infarct  size  in  diabetic  women. 

“We  need  to  define  why  diabetic  women  are  prone  to 
CHF.  Either  they  have  more  extensive  coronary  artery 
disease  or  they  are  predisposed  to  a diabetes  related 
cardiomyopathy  which  contributes  to  CHF  in  the 
presence  of  acute  MI.” 
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NEW  USE  OF  LASERS  IN  HEART,  HEAD,  EYE 

Developed  in  1965  and  used  in  medicine  in  1966,  the 
CO2  laser  is  at  last  gaining  widespread  acceptance  in  a 
number  of  medical  specialties,  according  to  reports  in 
JAMA.  Now  joined  by  the  argon  and  krypton  lasers  as 
well  as  the  neodymium-yttrium-aluminum-gamet  laser, 
the  new  technology  is  being  used  by  gynecologists, 
surgeons,  ophtalmologists  and  otolaryngologists  to  seal 
blood  vessels  and  remove  damaged  tissue  in  dramatically 
less  surgically  traumatic  ways. 

“The  beam  generated  by  the  COj  laser  has  a 
wavelength  in  the  infrared  spectrum  that  is  highly 
absorbed  in  water,”  explains  Edward  C.  Hill,  MD,  gyne- 
cologists from  the  University  of  California,  San 
Francisco  School  of  Medicine.  “When  this  beam  is 
focused  on  living  tissue,  the  intracellular  water  is  heated 
to  the  boiling  point,  causing  tissue  vaporization  in  a 
highly  localized  and  controlled  manner,”  he  adds. 

Among  advantages;  noncontact  surgery,  a dry  surgical 
field,  sterility,  highly  localized  and  precise  surgery, 
prompt  healing  with  minimal  swelling  and  scarring,  and 
reduced  postoperative  pain.  The  technology  is  being  used 
in  the  treatment  of  cervical  cancer  endometriosis  (in 
combination  with  laparotomy),  and  other  gynecologic 
conditions. 

In  treament  studies,  laser  groups  have  fared  much 
better  than  traditional  surgical  groups.  Hill  reports.  In 
one  study  an  overall  complication  rate  of  only  5. 1 percent 
occurred  in  the  laser  group  compared  with  23.6  percent  in 
the  “coldknife”  surgery  group.  Postoperative  bleeding 
affected  only  2.8  percent  of  the  laser  group  compared 
with  14.3  percent  of  the  control  group. 

The  CO2  laser  also  is  being  used  experimentally  in  the 
correction  of  venous  and  arterial  anastomoses,  says 
Arthur  E.  Baue,  MD,  editor  of  the  Archives  of  Surgery. 
“Patency  and  healing  are  comparable  with  those  of 
sutured  anastomoses,”  he  adds.  The  technology  additio- 
nally is  being  used  to  carry  out  angioplasties,  offering  a 
new  way  to  remove  plaque  from  coronary  arteries. 

“Two  forms  of  lasers  have  become  firmly  established 
in  ophthalmic  practice — photocoagulators  and  photo- 
disruptors,”  say  Morton  F.  Goldberg,  MD,  and  Joel 
Sugar,  MD,  respective  editor  and  associate  editor  of  the 
Archives  of  Ophthalmology.  The  first  are  being  used  to 


control  advanced  forms  of  diabetic  retinopathy  (those 
with  bleeding  or  neovascular  proliferations),  and 
treatment  of  sickle  cell  retinopathy,  macular  degenera- 
tion and  other  conditions. 

Photodisruptors  function  nonthermally  by  exploding 
unwanted  tissue,  even  colorless  tissue,  in  a controlled 
way,  the  researchers  say.  “Microdissections  of  intra- 
ocular structures  are  thus  feasible  by  aiming  the  laser 
beam  through  the  cornea,  and  surgical  instruments  are 
not  actually  inserted  inside  the  eyeball,”  they  add.  The 
noninvasive  procedure  can  accomplish  optical  opening 
of  opaque  pupillary  membranes,  cutting  selected  vitreous 
strands,  lysing  some  iris  adhesions  and  creating 
iridotomies. 

Lasers  also  are  being  used  in  otolaryngology-head  and 
neck  surgery,  says  Byron  J.  Bailey,  MD,  editor  of  the 
Archives  of  Otolaryngology.  “For  example,  microsurgical 
laser  vaporization  and  resection  seems  to  provide  safe 
and  effective  therapy  for  subglotic  hemangioma  (benign 
tumors)  in  children.  According  to  two  separate  reports, 
there  was  excellent  patient  outcome  in  terms  of  voice, 
airway  and  minimal  postoperative  morbidity.”  The 
technology  can  be  used  for  several  other  conditions 
affecting  the  larynx,  he  adds. 

JAMA  October  25,  1985 


TEEN  ALCOHOL  USE  PREDICTS  LATER 
DRUG  DEPENDENCE 

Alcohol  abuse  in  early  adolescence  is  a strong 
predictor  of  later  alcohol  abuse  and  other  drug  problems , 
according  to  a report  on  substance  abuse  in  JAMA. 
Robert  L.  DuPont,  MD,  of  the  Center  for  Behavioral 
Medicine,  Rockville,  Md.,  adds  that  the  usual  pathway  to 
serious  drug  abuse  begins  with  alcohol  and/or  cigarettes 
during  the  teen  years,  then  to  marijuana,  then  tranqui- 
lizers and  other  pharmaceuticals,  cocaine,  and  for  some, 
heroin. 

“On  the  other  hand,  youths  who  do  not  use  cigarettes 
and  alcohol  during  their  teenage  years  are  virtually 
immune  to  the  nonmedical  use  of  other  dependence- 
producing  drugs,”  DuPont  says,  noting  that  the  onset  of 
nonmedical  drug  use  is  virtually  limited  to  the  teenage 
years,  peaking  between  the  ages  15  to  18  years.  He  adds 
that  physicians  should  educate  patients  and  their  families 
about  substance  abuse  trends  and  should  intervene  when 
a problem  is  recognized. 

DuPont’s  views  reflect  those  of  physicians  in  virtually 
every  specialty  and  subspecialty,  including  pediatrics, 
geriatrics,  family  practice,  cardiology,  pulmonary  medicine, 
sports  medicine,  infectious  diseases  and  nutrition. 
Because  most  life-threatening  illnesses  are  linked  to 
personal  choices,  there  is  an  increased  emphasis  on 
preventive  medicine  and  on  the  role  of  the  physician  as 
advisor  and  educator. 

JAMA  Oct  25.  1985 
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VITAMIN  E TOXICITY  IN  LOW  BIRTH 
WEIGHT  INFANTS 


Liver  damage  has  been  identified  as  the  main  cause  of 
death  in  infants  who  received  vitamin  E supplements, 
according  to  a report  in  JAMA.  The  fatal  syndrome  was 
recognized  in  late  1983  and  early  1984,  leading  to  the 
withdrawal  of  the  intravenous  vitamin  E preparation,  E- 
Ferol,  in  April  1984. 

Kevin  E.  Bove,  MD,  of  the  Children’s  Hospital 
Medicine  Center,  Cincinnati,  and  colleagues,  report  there 
were  at  least  38  deaths  and  40  cases  of  serious  illness 
associated  with  E-Eerol.  “The  cases  shared  several  epide- 
miologic features,’’  the  researchers  say.  “All  affected 
infants  had  a birth  weight  of  less  than  1,500  g,  most  had 
been  receiving  total  parenteral  nutrition,  and  all  had  been 
supplemented  with  the  same  intravenous  vitamin  E 
preparation,  usually  admixed  with  the  parenteral 
nutrition  solution.’’ 

To  determine  why  some  infants  died  and  others 
recovered  or  remained  unaffected,  the  researchers 
evaluated  clinical  data  from  50  infants  who  received  the 
solution.  There  were  36  infants  from  the  index  nursery, 
(seven  died  and  six  had  autopsies)  and  14  infants  from 
three  other  institutions,  all  of  whom  died  and  had 
autopsies.  Definite  cases  had  three  of  four  major 
unexplained  conditions;  thrombocytopenia,  renal  dys- 
function, cholestasis,  or  ascites. 

Autospy  findings  revealed  extensive  liver  damage,  the 
researcher  say.  “We  propose  that  vasculocentric  hepato- 
toxicity  is  the  basis  for  the  observed  clinical  syndrome 
that  represents  the  cumulative  effect  of  one  or  more  of  the 
constituents  of  E-Ferol.” 

After  reviewing  clinical  features  and  treatment  of  the 
seven  index  nursery  infants  who  died,  the  researchers 
conclude  there  were  several  factors  related  to  develop- 
ment of  the  syndrome;  total  dose,  duration  of  therapy 
and  body  weight.  (Given  equal  doses,  infants  of  lowest 
birth  weight  were  affected  most  severely).  There  were 
only  two  infants  who  remained  unaffected  after  receiving 
comparable  doses  of  E-Ferol.  “This  observation  suggests 
that  unidentified  variables,  such  as  timing  of  initiation  of 
feeding  or  exposure  to  drugs  (diuretics  or  antibiotics) 
may  have  influenced  the  development  of  the  syndrome,” 
the  researchers  say. 

“Vitaming  E (tocopherol  and  esters)  is  generally 
considered  to  be  safe  for  use  in  premature  infants,  and 
large  doses,  given  orally  to  adults,  did  not  cause  adverse 
effects,”  the  researchers  observe,  suggesting  that  poly- 
sorbate  caused  the  toxic  reaction.  “Although  large  doses 
of  polysorbate  were  administered  as  a component  of  E- 
Ferol,  the  potential  for  toxic  reactions  in  small  infants 
raises  a more  encompassing  issue,”  they  say.  “Multi- 
vitamin preparation,  currently  used  for  infusion  in 
children,  contain  vitamins  A,  D,  and  Eemulsified  in  poly- 
sorbate.” The  researchers  conclude  that  further  research 
is  needed  to  determine  the  metabolism  of  such  vitamin 
supplements  in  small  infants. 

JAMA  November  I,  1985 


NEW  METHOD  FOR  PREDICTING 
HEMORRHAGE  IN  STROKE 


A new  method  for  differentiating  the  two  major  types 
of  stroke  affecting  patients  appears  in  the  October 
Archives  of  Internal  Medicine.  Robert  J.  Panzer,  MD,  of 
the  University  of  Rochester  School  of  Medicine  and 
Dentistry  in  Rochester,  N.Y.  , and  colleagues  used  a 
multivariate  statistical  technique  to  separate  stroke 
patients  suffering  intracranial  bleeding  from  those  with 
cerebral  blood  clot.  Different  patient  management  is 
indicated  for  the  different  conditions,  neither  of  which  is 
readily  identifiable  from  early  CT  scans.  Their  study 
shows  “that  readily  available  early  clinical  information 
can  stratify  patients  with  stroke  according  to  their  proba- 
bility of  having  intracranial  hemorrhage,”  the  researchers 
say.  Predictors  used  in  the  technique  are  common 
symptoms  affecting  stroke  patients.  Use  of  the  multi- 
variate statistical  technique  helped  pinpoint  the  diagnosis. 


EPSTEIN-BARR  INFECTION  IN  CHILD 
WITH  AIDS 


Epstein-Barr  virus  infection  may  effect  AIDS  vulne- 
rable children  long  before  evidence  of  infection  shows  up 
in  the  blood,  according  to  a report  in  the  October 
American  Journal  of  Disease  of  Children.  James  C. 
Fackler,  MD,  of  Johns  Hopkins  University  School  of 
Medicine,  and  colleagues  report  on  an  infant,  born  to  an 
intravenous-drug  dependent  mother,  who  had  protracted 
diarrhea,  failure  to  thrive,  generalized  lympadenopathy 
and  recurrent  fevers  during  the  first  six  months  of  life.  At 
seven  months,  the  EB  virus  was  detected  in  her  saliva  by 
DNA  dot-blot  hybridization.  Blood  antibodies  to  EB 
virus  infection  remained  undetectable  until  14  months, 
suggesting  that  reliance  on  serology  to  diagnose  such 
viral  infection  may  be  inappropriate,  the  researchers  say. 
The  mother  died  of  AIDS  related  infections  some  two 
years  after  the  child’s  birth. 


AEROBIC  EXERCISE  EFFECTIVELY 
LOWERS  BLOOD  PRESSURE 


Regular  aerobic  exercise  can  reduce  blood  pressure  in 
mildly  hypertensive  patients,  according  to  a report  in 
JAMA.  The  effect  may  be  the  result  of  a decrease  in 
production  of  certain  neurohormones  that  influence 
blood  pressure  and  heart  rate. 

John  J.  Duncan,  and  colleagues  of  the  Institute  for 
Aerobics  Research,  Dallas,  measured  blood  pressure  and 
levels  of  plasma  catecholamines  (including  epinephrine 
and  norepinephrine)  in  56  sedentary  men  aged  21  to  37 
years.  All  had  baseline  diastolic  blood  pressures  of  90  to 


40 


AMA  News 


Vo!.  78  Núm.  I 


140  mm  Hg.  Forty-four  of  the  men  participated  in  a 16- 
week  aerobic  exercise  program;  the  other  12  served  as 
controls.  Significant  reductions  in  systolic  and  diastolic 
blood  pressures  were  observed  in  the  men  who  exercised. 

Exercise  group  participants  who  were  hyperadrenagic, 
or  had  high  levels  of  plasma  catecholamines,  showed  the 
greatest  decreases  in  blood  pressure,  the  researchers  say. 
“Reductions  in  systolic  pressures  were  6.3  mm  Hg,  10.3 
mm  Hg,  and  15.5  mm  Hg  for  controls,  normoadrenergic 
and  hyperadrenergic.  Diastolic  changes  were  similar  and 
also  significant.”  The  researchers  note  that  in  the  hypera- 
drenergic group,  changes  in  blood  pressure  were 
associated  with  changes  in  values  for  plasma  catechola- 
mines after  exercise.  They  suggest  that  reduced  blood 
pressure  is  at  least  partially  influenced  by  reductions  in 
levels  of  catecholamines,  especially  norepinephrine. 

Besides  lowered  blood  pressure,  the  exercise  group 
showed  significant  improvement  in  overall  fitness 
evidenced  by  lower  resting  heart  rates  and  increased 
maximal  oxygen  uptake.  The  changes  were  attributed  to 
exercise,  the  researchers  say,  since  there  were  no  con- 
comitant changes  in  body  weight,  dietary  habits,  alcohol 
or  caffeine  consumption. 

“Although  the  long-term  consequences  of  exercise 
therapy  on  blood  pressure  is  not  known,  these  data 
indicate  that  participation  in  a short-term  aerobic 
exercise  program  may  be  valuable  as  an  initial  nonphar- 
macological  approach  for  the  treatment  of  mild  essential 
hypertension,”  the  researchers  conclude. 

JAMA  November  8,  1985 


GENES,  NOT  CHARACTER, 
SHAPE  ALCOHOL  VULNERABILITY 


Alcoholism  is  a biologically  influenced  problem  and 
not  a symptom  of  moral  weakness,  according  to  a report 
in  JAMA.  Physicians  who  fail  to  change  their  sterotyped 
assesment  of  the  alcoholic  risk  misdiagnosing  the  average 
middle-class  alcoholic  who  needs  help,  the  report  adds. 

Prepared  by  researcher  Marc  A.  Schuckit,  MD,  of  the 
University  of  California,  San  Diego,  the  report  points  out 
that  children  of  alcoholics  have  a fourfold  risk  of 
becoming  alcoholics  themselves,  even  when  adopted  at 
birth.  Furthermore,  the  likelihood  of  both  twins  of 
alcoholic  parents  becoming  alcoholic  themselves  is  60 
percent  or  higher  when  the  twins  are  identical  and  only  30 
percent  or  less  when  the  twins  are  fraternal. 

“The  most  impressive  evidence  supporting  the  impor- 
tance of  genetic  factor  in  alcoholism  comes  from 
adoption-type  studies,”  Schuckit  says.  “Once  the 
influence  of  a biological  alcoholic  parent  is  considered, 
being  reared  by  an  alcoholic  does  not  seem  to  add  to  the 
risk,  and  children  of  nonalcoholics  raised  by  alcoholics 
do  not  appear  to  have  an  enhanced  rate  of  this  problem.” 

Based  on  his  own  studies  of  sons  of  alcoholics  and 
matched  controls,  Schuckit  postulates  three  marked  dif- 
ferences between  populations  at  high  risk  and  low  risk  of 
becoming  alcoholic.  “Sons  of  alcoholics  appear  to  show 


less  intense  responses  to  modest  ethanol  doses,  demons- 
trate lower  amplitudes  of  a brain  wave  that  might 
measure  selective  attention,  and  may  have  different 
characteristics  of  brain  alpha  rhythms.” 

Subjective  and  objective  tests  showed  that  sons  of 
alcoholics  were  less  affected  by  ethanol  than  controls.  In 
addition,  controls  showed  poorer  performance  on  a 
number  of  cognitive  and  psychomotor  tests  at  the  same 
ethanol  dose.  They  also  showed  more  intense  changes  in 
cortisol  and  prolactin,  two  hormones  known  to  react  to 
an  acute  ethanol  challenge. 

“There  is  consistent  evidence  that  those  in  the  high-risk 
group  demonstrate  significantly  less  intense  reactions  to 
modest  doses  of  ethanol  than  those  in  the  low-risk 
group,”  Schuckit  says.  “It  may  be  that  they  are  feeling 
less  ethanol  effect  at  the  blood  alcohol  concentrations  at 
which  most  people  make  a decision  to  stop  drinking.” 

Other  studies,  involving  measurement  of  brain-stem 
auditory  event-related  potentials,  show  that  sons  of 
alcoholics  have  a lower  value  for  a certain  response,  even 
without  ethanol.  “This  might  indicate  that  some  of  these 
young  men  may  experience  difficulties  in  adequately 
focusing  attention  on  their  surroundings.”  They  also 
show  a deficiency  in  the  amount  of  alpha  rhythm,  or  slow 
waves,  in  their  background  cortical  EEGs,  along  with  a 
possible  greater  increase  of  waves  in  the  alpha  band  after 
drinking.  This  could  indicate  a qualitatively  different 
type  of  “high”  in  the  risk  group. 

No  matter  how  genetic  factors  are  expressed,  they  “can 
help  us  begin  to  work  on  preventing  this  illness,” 
Schuckit  says.  “While  the  optimum  approach  to 
prevention  has  not  been  found,  it  makes  sense  that 
children  of  alcoholics  should  be  educated  about  their 
risk,  taught  that  they  may  not  react  to  alcohol  the  way 
their  peers  do,  and  informed  that  attempting  to  drink  like 
others  could  be  a dangerous  undertaking.” 

JAMA  November  8,  1985 


SAFETY  OF  NEW  VARICELLA 
VACCINE  DEMONSTRATED 


The  safety  and  effectiveness  of  a new  vaccine  designed 
to  prevent  chickenpox  has  been  demonstrated  in  a 
clinical  trial  among  137  healthy  children,  say  Robert  E. 
Weibel,  MD,  of  the  University  of  Pennsylvania  in 
Philadelphia,  and  colleagues  in  JAMA.  “The  frequency 
of  varicellalike  rash  was  3 percent  (4  of  137);  all  rashes 
were  mild,”  the  researchers  say.  Most  of  the  children, 
ages  1 to  1 2 years,  showed  evidence  of  immunity  after  two 
weeks;  all  showed  evidence  at  four  to  six  weeks.  The 
Oka/Merck  varicella  vaccine  was  first  evaluated  in  the 
U.S.  in  1981.  To  date,  some  1,200  children  have  been 
immunized. 


JAMA  November  1,  1985 
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PASSIVE  CIGAR  SMOKE  POSSIBLY 
MORE  DAMAGING 


Hypothetically,  downstream  smoke  from  cigars  and 
pipes  is  more  hazardous  to  passive  smokers  than  smoke 
from  cigarettes,  says  Dale  P.  Sandler,  PhD,  of  the 
National  Institute  of  Environmental  Health  Sciences, 
Research  Triangle  Park,  N.C.,  in  JAMA.  “Pipe  and  cigar 
smokers  may  hold  the  smoke  in  their  mouths  rather  than 
inhale.  Thus,  more  of  the  smoke  constituents  are  likely  to 
be  exhaled  into  the  ambient  air,”  he  says.  Similarly,  they 
puff  less  frequently,  “in  which  case  more  of  the  tobacco 
smoke  will  be  released  into  the  atmosphere.”  On  the  plus 
side,  they  light  up  less  often  than  do  cigarette  smokers, 
resulting  in  less  exposure  for  others.  So  far  the  notion  of 
“passive  smoking”  is  mainly  hypothetical.  Further 
studies  will  confirm  risks,  Sandler  believes. 

JAMA  November  8,  1985 


SACCHARIN  SAFE  TO  USE:  AMA 


Saccharin  should  continue  to  be  available  as  a food 
additive,  and  reports  of  adverse  health  effects  associated 
with  its  use  should  be  monitored,  according  to  a report 
from  the  AMA’s  Council  on  Scientific  Affairs  in  JAMA. 
The  report  is  based  on  a review  of  experimental  and 
epidemiologic  data  related  to  the  carcinogenicity  of  the 
sugar  substitute.  In  humans,  evidence  indicates  use  of 
saccharin  is  not  associated  with  an  increased  risk  of 
bladder  cancer,  although  experimental  evidence  in  two- 
generation  studies  involving  rats  showed  an  incidence  of 
bladder  tumors,  a “phenomenon  for  which  there  is 
currently  no  explanation.” 

JAMA  November  8,  1985 


NO  CRITERIA  FOR  DRUG  USE  AND 
DRIVING  IMPAIRMENT:  NIH 


The  body  of  knowledge  regarding  effects  of  psycho- 
active drugs  on  driving  ability  is  not  yet  sufficient  to 
develop  legal  guidelines  like  those  that  exist  for  alcohol, 
according  to  a National  Institute  on  Drug  Abuse 
consensus  conference  report  in  JAMA.  Needed  are 
studies  that  demonstrate  dose-related  impairment  of 
skills,  drug  concentrations  related  to  impairment  degree, 
confirmation  of  impairment  by  highway  experience,  and 
reliability  of  roadside  tests.  Such  criteria  have  been  met 
for  ethanol,  but  it  is  not  certain  that  they  can  be  met  for 
other  drugs,  including  marijuana,  now  of  concern  to 
highway  safety  experts,  the  report  says. 

JAMA  November  8,  1985 
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EXCERPTS  FROM  A SYMPOSIUM 
“THE  TREATMENT  OF  SLEEP  DISORDERS"® 
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After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  etfectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  ot 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intoleronce 
or  overdosage,  have  been  reported  Also  reported,  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reoctions,  e g . 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililaled palíenle  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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1 FOR  SLEEP 


After  more  than  15  years  ot  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fail  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety  ^ ^ As  always,  caution  patients  about 
driving  or  drinking  alcohol. 


Please  see  references  onrl  sttinnidiy  ui  i mN  uni.iiii.ri  i .n  ii'vi  im'  miIi 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 
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Columna  del  Editor 


En  este  número  quisiera  resaltar  brevemente  la  rea- 
parición de  fotografías  antiguas  de  Puerto  Rico  en 
nuestra  revista.  En  el  pasado  nos  fueron  provistas  por 
cortesía  de  nuestra  querida  ex-profesora  la  Dra.  Dolores 
Méndez-Cashion.  Las  que  aparecerán  en  lo  sucesivo 
serán  por  cortesía  del  Dr.  Edgardo  García-Trias, 
Obstetra-Ginecólogo  de  Hato  Rey,  amigo  desde  la 
adolescencia  y asiduo  colaborador  de  nuestra  revista. 

Aunque  aparecen  en  blanco  y negro  (por  razones  de 
costo)  son  fotos  a color  de  tarjetas  postales  de  la 
colección  Roberto  L.  Junghanns,  procedentes  del 
Archivo  General  de  Puerto  Rico.  El  material  ampliado 
está  en  exhibición  en  la  Sala  Campeche  del  Museo  de  Arte 
e Historia  de  San  Juan,  estructura  que  en  el  siglo  pasado 
fue  la  Plaza  del  Mercado  de  San  Juan. 

Creemos  que  estas  fotografías  antiguas  junto  con  las 
obras  que  aparecen  en  nuestra  portada  le  confieren  la 
dimensión  de  historia  y arte,  que  junto  con  el  contenido 
científico,  hacen  del  Boletín  muestra  polifacética  del 
quehacer  médico-cultural  de  nuestro  país. 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


ASOCIACION  MEOCA  DE  RJERTO  RICO 

B®LETiN 


VQL  '7B/NUM  S IBBB 


NUESTRA  PORTADA 

El  Salto  de  Collazo,  óleo  de  Ramón  Soto. 

Ramón  Soto  Ríos  nace  en  San  Sebastián  de  Puerto  Rico  el  19  de 
octubre  del  año  1941.  Hijo  de  don  Fidel  Soto  y doña  Blanca  Ríos, 
quienes  descubren  desde  muy  temprano  su  pasión  por  el  dibujo. 

Obtiene  un  Bachillerato  en  Artes  con  concentración  en  Bellas  Artes 
de  la  Universidad  Interamericana  de  F*uerto  Rico  en  el  1965  y desde 
entonces  se  desenvuelve  como  profesor  del  Programa  de  Artes  Visuales 
del  Departamento  de  Instrucción  Pública. 

Cultiva  el  dibujo,  la  pintura  y la  serigrafía.  Ha  recibido  sinnúmero  de 
encomiendas  para  ilustrar  libros  de  poemas,  cuentos  y revistas  locales. 
Se  considera  pintor  realista  con  predilección  por  el  tema  de  la  figura 
humana. 

Actualmente  preside  la  Casa  Pepiniana  de  la  Cultura  y colabora  en 
otras  organizaciones  culturales  de  su  ciudad  natal. 

“El  Salto  de  Collazo”,  no  es  producto  de  la  imaginación  del  artista 
sino  una  caída  de  agua  localizada  entre  los  municipios  de  San  Sebastián 
y Lares.  Siendo  este  un  lugar  muy  conocido  por  los  habitantes  de  esa 
región  de  nuestra  Isla.  Esta  obra  pertenece  a la  colección  privada  del 
Dr.  Ricardo  Méndez-Bryan.  La  Asociación  Médica  de  Puerto  Rico 
agradece  al  Dr,  Méndez-Bryan  y al  Sr.  Soto  esta  valiosa  colaboración 
con  nuestra  revista. 
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A successful  bank 
is  an  essential  partner 
In  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequal  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 
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Un  poso  odelonte...  jsiempre! 

Membef  F.D.I.C.  and  Federal  Reserve  System 


TüSSI-ORGANIDIN  J ^ 

LIQUID  Each  teaspoonful  (5  mL)  contains:  ORGANIDIN*  (iodinated 

glycerol  containing  15  mg  organically  txiund  iodine),  30  mg; 
codeine  phosphate  (WARNING:  May  be  habit-forming),  10  mg. 


TÜSSI-ORGANIDINDM 

LIQUID  Each  teaspoonful  (5  mL)  contains:  ORGANIDIN*  (iodinated 

glycerol  containing  15  mg  organically  bound  iodine),  30  mg; 
dextromethorphan  hydrobromide,  10  mg. 


rSow,  the  only  major  Rx  brands  with  an 
antitussive/expectorant  combination 


WALLACE  LABORATORIES 

Division  of  Carter-Wallace,  Inc. 
% Cranbury,  New  Jersey  08512 

Please  see  the  following  page  for  a brief  summary 
of  prescribing  information. 


TÜSSI- 

ORGANIDINéSSLne 

TÜSSI- 
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Before  prescribing,  please  consul!  corrjplele  product 
mformation,  a brief  sumroary  of  which  follows: 

Indications  and  Usage:  For  the  symptomatic  relief  of 
irritating,  nonproductive  cough  associated  with  respiratory 
tract  conditions  such  as  chronic  bronchitis,  bronchial 
asthma,  tracheobronchitis,  and  the  common  cold;  also  for 
the  symptomatic  relief  of  cough  accompanying  other 
respiratory  tract  conditions  such  as  laryngitis,  pharyngitis, 
croup  pertussis  and  emphysema  Appropriate  therapy 
should  be  provided  for  the  primary  disease. 

Contraindications:  History  of  marked  sensitivity  to 
inorganic  iodides;  hypersensitivity  to  any  of  the  ingredients 
or  related  compounds;  pregnancy;  newborns;  and  nursing 
mothers. 

Warnings:  Discontinue  use  if  rash  or  other  evidence  of 
hypersensitivity  appears.  Use  with  caution  or  avoid  use  in 
patients  with  history  or  evidence  of  thyroid  disease 

Precautions:  Genera/— Iodides  have  been  reported  to  cause 
a flare-up  of  adolescent  acne  Children  with  cystic  fibrosis 
appear  to  have  an  exaggerated  susceptibility  to  the 
goitrogenic  effects  of  iodides 

Dermatitis  and  other  reversible  manifestations  of  iodism 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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Evaluation  of  Muscle  Damage  in 
Electrical  Burns 
99mTc  - Pyrophosphate 


Case  Summary 

A 5 year  old  boy  with  no  previous  history  of  systemic 
illness  was  admitted  to  the  hospital  due  to  electrical 
burns  received  from  a high  voltage  transformer. 

Upon  admission  the  patient  was  oriented,  the  vital  signs 
were  stable,  and  physical  examination  demonstrated  that 
the  entrance  and  exit  sites  were  the  left  hand,  thorax  and 
right  hand,  respectively.  The  injury  involved  approxi- 
mately 35%  of  total  body  surface. 


J.  Vázquez  Selles,  M.D. 

F.  Silva  de  Roldán,  M.D. 

R.  González  Sala.  M.D. 

A left  forearm  fasciotomy  with  proper  debridement 
was  performed  on  March  26,  1982,  ten  days  after  the 
injury.  On  March  31,  1982  a right  forearm  debridment 
and  skin  graft  was  performed  successfully. 

A radionuclide  whole  body  scan  with  special  view  was 
performed  after  the  intravenous  administration  of  9.6 
mCi  of  Tc  pyrophosphate  13  days  after  the  injury 
(Fig.  1).  The  scan  showed  diffusely  increased  activity  in 
the  left  arm  with  focal  areas  devoid  of  activity,  highly 


^ />  / / / 

Figure  1.  Tc  Pyrophosphatescintigraphy  in  a child  with  electrical  hums  showing:  (B)  diffusely  concentration  of  activity  on 
the  left  upper  extremity  with  focal,  cold  areas  compatible  with  muscle  neurosis.  (A)  Normal  right  upper  extremity. 


Nuclear  Medicine  Division.  Radiological  Sciences  Department, 
University  of  Puerto  Rico,  School  of  Medicine,  G.P.O.  Box  5067,  .San 
Juan,  Puerto  Rico  00936 
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suggestive  of  muscle  necrosis.  On  the  following  day,  these 
findings  were  confirmed  surgically.  Surgical  exploration 
of  the  left  forearm  revealed  extensive  muscle  injury  to  the 
superficial  and  deep  flexor  muscles  as  well  as  coagulation 
necrosis  of  the  thenar  eminence  group  of  muscles. 
Subsequent  removal  of  the  injured  muscles  and 
amputation  of  the  third  finger  at  the  metacarpopho- 
langeal  joint  was  done. 


Discussion 

Electrical  burns  constitute  a unique  type  of  thermal 
injury.  The  tissue  damage  occurs  when  electric  energy  is 
converted  to  thermal  energy.  The  damage  is  more  severe 
adjacent  to  the  entrance  and  exit  sites  and  depends  on  the 
voltage  or  intensity  of  the  electric  current,  the  duration  of 
contact  and  the  resistance  of  the  tissues,  particulary  the 
skin.' 

High  voltage  electric  burns  are  often  associated  with 
extensive,  hidden  local  and  regional  muscle  damage.  The 
diagnosis  of  this  type  of  tissue  injury  is  frequently  very 
difficult  because  of  the  lack  of  clinical  signs.^’  ^ Delayed 
recognition  is  associated  with  increased  patient  morbi- 
dity and  mortality. 

Hunt  and  Spencer  have  demonstrated  the  extent  of 
injury  following  high  voltage  trauma  using  technetium 
99m  pyrophosphate  scintigraphy.^.  ^ The  half  life  of  this 
radionuclide  is  6 hours,  making  it  possible  to  repeat  the 
scan  every  24  hours  if  necessary  to  ascertain  either  muscle 
viability  at  the  level  of  an  amputation  site  or  at  wounds 
marging  before  closure. 

In  this  case,  the  extent  of  muscle  and  soft  tissue  damage 
was  correctly  outlined  by  the  scan  in  spite  of  having 
performed  it  13  days  after  the  injury.  Excellent  results 
were  obtained  and  they  were  confirmed  surgically. 

Although  recent  literature  shows  very  little  in  respect 
to  this  diagnostic  modality,  the  use  of  Technetium  99m 
stannous  pyrophosphate  scanning  is  a noninvasive,  rapid 
and  safe  method  to  evaluate  hidden  muscle  injury 
secondary  to  severe  electrical  burns. 
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PREGNANT 
MOTHERS 
PLEASE 
D0N7 
SMOKE! 


If  you  ore  pregnant  or 
planning  o family,  here  ore 
three  good  reasons  to  quit 
smoking  now: 

1.  Smoking  retards  the 
growth  of  your  baby  in  your 
womb. 

2.  Smoking  increases  the 
incidence  of  infant  mortality. 

3.  Your  family  needs  a 
healthy  mother. 

Please  don’t  smoke  for  your 
baby  ’s  sake. 

And  yours. 
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ESTUDIOS  CLINICOS 


Cáncer  de  Pene: 
Análisis  Estadístico 


Abel  A.  González,  M.D. 

Juan  R.  Iturregui,  M.D.,  F.A.C.S.,  F.A.A.P. 
María  A.  Amézquíta,  M.D. 


Resumen:  En  el  presente  estudio  se  hace  un  análisis 

estadístico  de  la  información  obtenida  de  los  expedientes  de 
los  pacientes  con  cáncer  de  pene  diagnosticados  en  el 
Centro  Médico  de  Mayaguez  entre  los  años  1979  a 1984. 
Estos  resultados  se  comparan  con  publicaciones  anteriores. 
Se  hace  una  exhortación  de  educación  a la  comunidad  para 
prevenir  esta  malignidad. 

El  cáncer  de  pene  es  una  condición  rara  en  los  países 
industrializados  pero  bastante  común  en  aquellos 
en  vías  de  desarrollo.  En  E.E.U.U.  constituye  un  0.5  a 
1.5%  de  todas  las  malignidades  en  la  población 
masculina  (1  a 2 casos  por  100,000  por  año.)'  En  Puerto 
Rico  se  ha  reportado  una  incidencia  de  1.8  por  100,000 
(1.5%  de  los  cánceres  en  varones);  pero  en  el  Centro 
Médico  de  Mayaguez  hemos  encontrado  una  incidencia 
que  varía  entre  los  2.0  y 4.8%.^ 

Entre  1979  y 1984  se  presentaron  en  Centro  Médico  de 
Mayaguez  32  casos  nuevos  de  cáncer  de  pene  (9  en  1983). 
Por  otra  parte  el  número  total  de  cánceres  en  varones 
disminuyó,  lo  que  resulta  en  un  aumento  en  la  incidencia 
de  esta  malignidad  a 4.8%  (Tabla  I y Gráfica  A),  que  es 
tres  veces  mayor  a lo  esperado  en  Puerto  Rico,  y cuatro 
veces  a lo  esperado  en  E.E.U.U. 


Tabla  I 


Incidencia  de  Cáncer  de  Pene  en  Pacientes  Masculinos 
con  Cáncer  en  Centro  Médico  de  Mayaguez 

Periodo 

Casos  de  cáncer 

Casos  de  cáncer 

Proporción 

(año) 

en  varones 

de  pene 

(%) 

1979 

_ 

6 

1980 

- 

3 

- 

1981 

172 

4 

2.32 

1982 

200 

4 

2.0 

1983 

186 

9 

4.83 

1984 

150 

6 

4.0 

Total 

- 

32 

Departamentos  de  Urología  y Patología,  Centro  Médico  de  Mayaguez, 
Mayaguez,  Puerto  Rico 


Proporción 

(%) 


GRAFICA  A 

Proporción  anual  de  cáncer  de  pene  en  pacientes  masculinos  con 
malignidades  en  Centro  Médico  de  Mayagüez. 


Discusión 

Aunque  este  tumor  se  ha  reportado  en  niños  es  más 
frecuente  en  la  sexta  y séptima  décadas  de  la  vida.'  Casi 
la  mitad  de  nuestros  casos  estuvo  entre  los  60  y los  80 
años  de  edad,  lo  que  es  reportado  por  Gursel  y Derrick'',  ^ 
(Gráfica  B). 


(años) 


GRAFICA  B 

Distribución  del  cáncer  de  pene  por  grupo  etáreo. 
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En  cuanto  a la  circuncisión  neonatal  de  rutina, 
extensos  estudios  han  demostrado  que  este  tumor  es 
extremadamente  raro  en  pacientes  circuncidados  en  el 
período  neonatal;  poco  más  frecuente  en  los  operados  en 
la  pubertad;^’  ’ y que,  la  circunscisión  en  adultos  da 
muy  poca  o ninguna  protección  contra  su  aparición 
futura.'  El  desarrollo  de  cáncer  de  pene  se  ha  atribuido  al 
efecto  irritativo  crónico  del  esmegma,  acentuado  por  la 
presencia  de  fimosis  que  se  reporta  en  un  25  a 75%  de  los 
pacientes  con  esta  malignidad.'  También  se  ha  sugerido 
que  puede  existir  un  agente  carcinogénico  específico  en  el 
esmegma.®’  ’ Por  otra  parte  la  circuncisión  neonatal  de 
rutina  se  ha  recriminado  como  una  forma  de  mutilación 
sexual  y estética.  Las  estadísticas  muestran  que  este 
procedimiento  es  un  método  efectivo  pero  muy  ineficiente 
para  prevenir  este  tipo  de  neoplasia  ya  que  esto  podría 
resolverse  con  buenos  principios  de  higiene  personal.'" 
Hay  que  considerar  también  las  serias  complicaciones 
que  pueden  resultar  a su  creciente  incidencia  con  la 
generalización  de  esta  operación,"  aparte  de  su  impacto 
sobre  los  costos  del  neonato.  Complicaciones  como 
meatitis  con  estenosis  del  meato,  fimosis  secundarias, 
fístulas  uretrales  y problemas  de  erección  por  deformidad 
del  pene,  pueden  tener  terribles  consecuencias,  tanto 
desde  el  punto  de  vista  médico  como  psicológico. 

La  Academia  Americana  de  Pediatría  determina  que 
no  hay  indicación  médica  absoluta  para  la  circunscisión 
neonatal  de  rutina;  y que,  buenos  y continuos  hábitos  de 
higiene  personal  ofrecen  todas  las  ventajas  de  la 
circuncisión  de  rutina  pero  sin  sus  riesgos.'^ 

En  cinco  de  nuestros  pacientes  se  había  hecho 
circuncisión  un  año  o más  antes  del  diagnóstico  (15.7%), 
y en  ninguno  se  realizó  en  el  período  neonatal.  (Tabla  II). 


Tabla  II 


Distribución  de  Acuerdo  al  Historial  de  Circuncisión 

No.  de  casos 

% 

Circuncidados  en  el 

período  neonatal 
Circuncidados  un  año 

0 más  antes  del 

0 

0 

diagnóstico 

5 

15.7 

No  circuncidados 

27 

84.3 

Total 

32 

100 

Este  tumor  empieza  con  una  lesión  pequeña,  papilar  o 
exofítica,  o plana  y ulcerativa,  que  se  extiende 
gradualmente  hasta  envolver  por  completo  el  glande  y 
luego  la  córpora.  Las  lesiones  mayores  de  5cm.,  o que 
cubren  75%  del  cuerpo  del  pene,  se  asocian  a una  mayor 
incidencia  de  metástasis  y a una  menor  sobrevida  en 
cinco  años.'®’  La  lesión  es  más  frecuente  en  el  surco 
coronal,  seguida  en  frecuencia  por  el  prepucio.'®’  '*  En 
nuestros  pacientes  se  presentó  como  una  masa  (46.8%)  y 
su  localización  más  frecuente  fue  el  glande  (40.6%).  El 
81.2%  de  las  lesiones  se  encontraron  en  glande,  prepucio 
o ambos,  y sólo  un  3.1%  más  allá  del  tercio  medio.  La 
úlcera  y el  picor  también  resultaron  formas  frecuentes  de 
presentación.  En  el  resto  de  los  estudios  realizados  hasta 
ahora,  ésta  ha  sido  también  la  localización  más  frecuente 
de  la  lesión  primaria.' 

La  lesión  es  generalmente  de  crecimiento  lento  y 
muchas  veces  está  cubierta  por  el  prepucio,  por  lo  que  el 
paciente  frecuentemente  se  presenta  en  un  estadio 
avanzado.' 

La  metástasis  a nódulos  inguino-femorales  es  la  ruta  de 
diseminación  más  temprana  de  esta  neoplasia.'  Los 
linfáticos  del  prepucio  forman  una  red  que  se  conecta  con 
los  de  la  piel  del  pene  para  ir  a drenar  a los  nódulos 
inguinales  superficiales.  Los  linfáticos  del  glande  se  unen 
a los  que  drenan  la  córpora  para  formar  en  la  base  un 
collar  de  canales  comunicantes  que  vacían  en  los  nódulos 
inguinales  profundos;  ambos  conectan  de  ahí  con  los 
nódulos  pélvicos.  También  hay  comunicación  cruzada  a 
todos  los  niveles,  de  manera  que  el  drenaje  linfático  de 
este  órgano  es  esencialmente  bilateral.' 

Un  20  a 25%  de  los  pacientes  con  cáncer  de  pene  se 
presentan  con  nódulos  palpables,  de  los  cuales  uno  a dos 
tercios  serán  histológicamente  negativos.  De  los  clini- 
camente  negativos,  uno  20  a 25%  presentará  metástasis.' 

En  los  pacientes  estudiados  en  nuestro  hospital,  7 casos 
(21.9%)  se  presentaron  con  nódulos  palpables,  en 
comparación  con  una  incidencia  de  29  a 96%  encontrada 
en  los  estudios  previos.  De  éstos,  en  5 se  realizó 
linfadenectomía  inguinofemoral,  uno  se  presentó  con 
gigantes  masas  pélvicas  que  requirió  hemipelvectomía.  y 
otro  murió  poco  después  del  diagnóstico  y se  realizó 
autopsia.  En  5 (71.5%)  de  estos  7 casos  se  encontró 
metástasis  a ganglios,  y en  2 (28.5%)  los  nódulos  fueron 
histológicamente  negativos.  Esto  representa  un  índice  de 
falso-positivo  de  28.5%,  lo  que  está  bastante  por  debajo 
de  lo  reportado  en  los  estudios  anteriormente  publicados 
(Tabla  III). 


Tabla  III 


Características  Clínicas  y Patológicas  de  la  Adenopatia  Inguinal 


Investigador 

No.  de 

casos 

Nódulos 

palpables 

Nódulos  palpables 
sin  metástasis 
(falso-positivo) 

Nódulos  no  palpables 
con  metástasis 
(falso-negativo) 

Hardner,  1972 

100 

42% 

41% 

16% 

Kossow,  1974 

100 

51% 

49% 

25% 

Flores,  1976 

500 

60% 

44% 

38% 

Iturregui,  1985 

32 

21.9% 

28.5% 

18.2% 
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De  los  25  casos  en  que  los  nodulos  fueron  clínicamente 
negativos,  en  11  se  realizó  linfadenectomía.  Se  encontró 
que  en  2 de  ellos  (18.2%)  había  metástasis  establecida,  y 
en  9 (81.8%)  no  había  metástasis  a los  nódulos 
inguinofemorales.  Esto  compara  con  la  incidencia  de 
falso-negativo  reportada  en  otros  estudios  de  10  a 38%  en 
la  mayoría.  A pesar  de  que  nuestra  proporción  de  casos 
sin  linfadenopatía  es  mayor  a la  de  estudios  anteriores, 
nuestro  índice  de  falso-negativo  es  menor  al  de  todos  los 
trabajos  publicados  desde  1972  (Tabla  III).  El  resto  de 
los  casos  estuvo  distribuido  entre  los  que  no  volvieron  a 
las  citas  (cuatro),  los  que  fueron  seguidos  en  otros 
hospitales  (cuatro),  los  que  rehusaron  el  procedimiento 
(cuatro),  y los  que  se  presentaron  con  una  lesión  muy 
pequeña  y se  decidió  observar  (dos). 

En  todos  los  casos  de  este  estudio  el  cuadro  patológico 
resultó  ser  carcinoma-celular  bien  diferenciado. 

Las  lesiones  metastásicas  distantes  son  raras  y se  repor- 
tan en  un  10%  de  las  series  más  grandes.'  Generalmente 
ocurren  en  pulmones,  hígado,  huesos  y cerebro.^  De 
nuestros  pacientes,  sólo  uno  (3.1%)  se  presentó  con 
metástasis  a pulmón,  que  se  confirmó  en  la  autopsia. 
Aunque  cada  día  más  se  está  implementando  el  Sistema 
Internacional  de  Clasificación  de  Tumores  (T.N.M.), 
clásicamente  se  ha  usado  el  de  Persky  y asociados;  a 
saber:  Estadio  I ; limitado  a glande  y prepucio;  Estadio  II: 
cuando  hay  invasión  de  la  corpora  pero  sin  metástasis; 
Estadio  III:  invasivo  con  nódulos  regionales  positivos;  y 
Estadio  IV:  con  metástasis  a distancia  o a nódulos  no 
regionales. 

Un  65%  de  nuestros  casos  de  diagnóstico  en  el  Estadio 
I,  y sólo  dos  casos  (6.3%)  en  el  estadio  IV  (Gráfica  C). 
Hasta  el  momento  estos  últimos  son  los  únicos  que  han 
muerto,  para  una  sobrevida  de  93.7%.  Un  estudio  futuro 
podría  establecer  la  sobrevida  a cinco  años. 

La  resección  quirúrgica  de  la  lesión,  con  bordes  libres 
de  tumor  de  2 cm.  es  sin  duda  el  tratamiento  de  elección 
inicialmente,  previo  diagnóstico  por  biopsia. 


Proporción 


del  tumor 

GRAFICA  C 

Distribución  de  acuerdo  al  estadio  del  tumor  en  el  momento  del 
diagnóstico. 


El  pronóstico  de  pacientes  con  este  tumor  empeora 
marcadamente  con  la  presencia  de  metástasis  inguinal. 
En  presencia  de  nódulos  inguino-femorales  positivos  la 
sobrevida  en  cinco  años  varía  entre  los  20%  y 45%;  y con 
nódulos  pélvicos  positivos,  se  ha  reportado  una 
sobrevida  en  tres  años  de  20%.'  No  obstante,  todavía  hay 
controversia  en  cuanto  a la  linfadenectomía  en  ausencia 
de  nódulos  clínicamente  palpables.  La  poca  confiabilidad 
de  la  evaluación  clínica  del  área  inguinal  hace  difícil 
determinar  la  presencia  de  linfadenopatía,  la  que  con 
frecuencia  es  debida  a cambios  inflamatorios  severos  por 
infección  de  la  lesión  primaria.' 

Se  ha  propuesto  que  un  nódulo  linfático  centinela 
(N.L.C.)  negativo  descarta  la  necesidad  de  tratamiento 
más  amplio;  sin  embargo,  estudios  realizados  en  Puerto 
Rico  y en  nuestro  hospital'"  demuestran  que  la  única 
forma  para  confirmar  la  ausencia  de  metástasis 
inguinofemoral,  y tratarla  si  está  presente,  es  hacer  una 
linfadenectomía  inguinofemoral  superficial  completa.  El 
manejo  más  adecuado  de  esta  enfermedad  según  se 
propone  en  dichos  estudios  se  puede  resumir  de  la 
siguiente  manera:  biopsia  seguida  de  amputación  parcial; 
luego  de  tratamiento  con  antibióticos,  linfadenectomía 
inguino-femoral  superficial  incluyendo  el  nódulo  de 
Cloquet;  y de  ser  estos  positivos,  linfadenectomía  pélvica 
bilateral. 

La  recomendación  es  de  ser  radicales  en  el  tratamiento 
de  esta  neoplasia  que,  si  se  deja  progresar,  tiene  un  pro- 
nóstico muy  pobre  y una  respuesta  muy  limitada  a la  qui- 
mioterapia y a la  radioterapia.'" 


Conclusión 

A pesar  de  que  la  incidencia  de  cáncer  de  pene  en  esta 
región  (oeste)  es  tres  veces  mayor  a lo  esperado  en  Puerto 
Rico,  su  comportamiento  en  cuanto  a grupo  de  edad  más 
afectado,  sitio  de  aparición,  tipo  de  lesión  primaria  y 
forma  de  presentación,  es  similar  al  reportado  por  inves- 
tigadores en  otros  países.  Por  otra  parte,  el  hecho  de  que 
más  de  la  mitad  de  nuestros  pacientes  se  presentó  en 
estadio  I,  unido  a la  baja  incidencia  de  falso-negativo 
clínicamente,  sugiere  definitivamente  que,  en  su  mayoría, 
nuestros  pacientes  procuraron  ayuda  médica  a tiempo,  lo 
que  se  refleja  en  la  alta  sobrevida  de  los  mismos. 

Podríamos  terminar  diciendo  que  una  vez  más  la  edu- 
cación a nuestra  comunidad,  y en  específico  a los  padres, 
en  cuanto  a higiene  personal  y autoexamen,  viene  a jugar 
un  papel  preponderante  y decisivo  para  evitar  la 
ocurrencia  de  esta  malignidad. 


Summary:  We  herein  report  a statistical  analysis  of 

the  information  obtained  from  the  medical  record  of 
patients  with  cancer  of  the  penis  diagnosed  at  the 
Mayaguez  Medical  Center  between  1979  and  1984.  These 
results  are  compared  with  previous  studies. 

An  appeal  is  made  for  public  education  to  prevent  this 
malignancy. 
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SYSTEM 
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Hypertension 


Please  see  brief  summary  of  prescribing  information  on  last  page,  including  contraindications,  precautions,  and  adverse  reactions. 


From  a single  patch»,« 

7 days  of  continuous  therapy.** 

A new  age  of  compliance 

■ Convenient  once-a-week  dosage  to 
aid  compliance. 

■ Effective  blood  pressure  control 
with  or  without  a diuretic. 

■ Steady-state  blood  levels— 
without  the  peaks  and  valleys  of  oral  forms. 

■ No  diuretic-like  biochemical  effects. 

■ Rate-controlled  membrane  provides 
continuous  therapeutic  blood  levels 
for  entire  week. 


Most  common  side  effects  are  dry  mouth  and  drowsiness,  which  tend  to  diminish  with 
time,  and  mild  erythema  and  pruritus  associated  with  7'day  skin  occlusion.  Ccantact 
dermatitis  was  observeci  in  100  of  631  patients  ( 16%)  treated  for  a mean  duration  erf  24 
weeks.  This  condition  resolved  upon  discontinuation  of  therapy. 

Please  refer  to  Precautions  in  prescribing  information  it  considering  substitution  of  oral 
clonidine  hydrochloride  in  patients  who  develt^p  skin  reactions  during  Catapres-TTS® 
therapy. 


Reference:  1.  Weber  MAet  al.  Transdermal  administration  of  clonidine  for  treatment  of  high  BP.  Arch  Intern  Med  W84;  ¡44. 121  l-H. 
Please  see  brief  summary  of  prescribing  information  on  last  page,  including  contraindications,  precautions,  and  adverse  reactions. 


Diastolic  BP,  mm  Hg  Systolic  BP,  mm  Hg 


Documented  long'term  efficacy 


Systolic  and  diastolic  BPs  during  control 
(placebo)  and  after  1,  2,  and  3 months  of  treatment  with  clonidine 
administered  transdermally.  Values  are  means  ± SEMs.'' 


Duration  of  treatment,  months 
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of  01.  0.2  or  0.3  mg 
clonidine  per  day,  for  one  week 
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Start  with  it  in  mild  to  moderate  hypertension 


The  first  once-a-week 


transdermal  antihypertensive 
system 


Programmed  delivery /n  wVoof  0.1,  0.2  or  0.3  mg  clonidine  per  day,  for  one  week. 


Brief  Summary  of  Prescribing  Information 

Contraindications:  Catapres-TTS*  (clomdme)  should  not  be  used  in  patients  with 
known  hypersensitivity  to  clonidine  or  to  any  other  component  of  the  adhesive  layer  of  the 
therapeutic  system 

Precautions;  General:  In  patients  who  have  developed  localized  contact  sensitization  to 
Catapres-TTS*  (clonidine),  substitution  of  oral  clonidine  hydrochloride  therapy  may  be 
associated  with  development  of  a generalized  skin  rash 

In  patients  who  develop  an  allergic  reaction  to  Catapres-TTS*  that  extends  beyond  the  local 
patch  site  (such  as  generalized  skin  rash,  urticaria,  or  angioedema)  oral  clonidine  hydro- 
chloride substitution  may  elicit  a similar  reaction 

As  with  all  antihypertensive  therapy,  Catapres-TTS*  should  be  used  with  caution  in  patients 
with  severe  coronary  insutficiency,  recent  myocardial  infarction,  cerebrovascular  disease,  or 
chronic  renal  failure 

Withdrawal:  Patients  should  be  instructed  not  to  discontinue  therapy  without  consulting  their 
physician  Sudden  cessation  of  clonidine  treatment  has  resulted  in  sub|ective  symptoms 
such  as  nervousness,  headache  and  sweating,  accompanied  or  followed  by  a rapid  rise  in 
blood  pressure  and  elevated  catecholamine  concentrations  in  the  plasma,  but  such  occur- 
rences have  usually  been  associated  with  previous  administration  of  high  oral  doses 
(exceeding  12  mg/day)  and/or  with  continuation  of  concomitant  beta-blocker  therapy  Rare 
instances  of  hypertensive  encephalopathy  and  death  have  been  reported 
An  excessive  rise  in  blood  pressure  following  Catapres-TTS®  discontinuance  can  be  re- 
versed by  administration  of  oral  clonidine  or  by  intravenous  phentolamine  If  therapy  is  to  be 
discontinued  in  patients  receiving  beta-blockers  and  clonidine  concurrently,  beta-blockers 
should  be  discontinued  several  days  before  cessation  of  Catapres-TTS*  administration 
Perioperative  Use:  As  with  oral  clonidine  therapy,  Catapres-TTS*  therapy  should  not  be 
interrupted  during  the  surgical  period  Blood  pressure  should  be  carefully  monitored  during 
surgery  and  additional  measures  to  control  blood  pressure  should  be  available  if  required 
Physicians  considering  starting  Catapres-TTS®  therapy  during  the  perioperative  period 
must  be  aware  that  therapeutic  plasma  clonidine  levels  are  not  achieved  until  2 to  3 days 
after  initial  application  of  Catapres-TTS* 

Inlormatlon  for  Patients:  Patients  who  engage  in  potentially  hazardous  activities,  such  as 
operating  machinery  or  driving,  should  be  advised  of  a potential  sedative  effect  of  clonidine 
Patients  should  be  cautioned  against  interruption  of  Catapres-TTS*  therapy  without  a 
physician's  advice  Patients  should  be  advised  that  if  the  system  begins  to  loosen  from  the 
skin  after  application,  the  adhesive  overlay  should  be  applied  directly  over  the  system  to 
ensure  good  adhesion  over  its  7-day  lifetime  Instructions  for  using  the  system  are  provided 
Patients  who  develop  moderate  or  severe  erythema  and/or  localized  vesicle  formation  at  the 
site  of  application,  or  a generalized  skin  rash,  should  consult  their  physician  promptly  about 
the  possible  need  to  remove  the  patch 

Drug  Interactions:  If  a patient  receiving  clonidine  is  also  taking  tricyclic  antidepressants, 
the  effect  ol  clonidine  may  be  reduced,  thus  necessitating  an  Increase  in  dosage  Clonidine 
may  enhance  the  CNS-depressive  effects  of  alcohol,  barbiturates  or  other  sedatives 
Amitriptyline  in  combination  with  clonidine  enhances  the  manifestation  of  corneal  lesions  in 
rats 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 132-week  oral  carcinogenicity 
study  in  rats,  clonidine  hydrochloride  produced  no  carcinogenic  effects  at  doses  up  to  300 
times  the  maximum  recommended  human  dose  of  Catapres-TTS*  on  a mg/kg  weight  basis 
Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C Reproduction  studies  performed 
in  rabbits  at  doses  up  to  3 1 times  the  maximum  recommended  daily  human  dose  ol 
Catapres-TTS*  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
clonidine  hydrochloride  Studies  in  rats  and  mice  revealed  that  doses  of  500  mcg/kg/day 
and  higher  are  embryotoxic  One  rat  study  at  doses  of  15  mcg/kg/day  (0  33  times  the  maxi- 
mum recommended  daily  human  dose)  exhibited  embryotoxicity  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women  Although  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk,  caution  should  be  exercised 

when  Catapres-TTS®  (clonidine)  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  have  not  been 

established 


Adverse  Reactions : Most  systemic  adverse  effects  during  therapy  with  Catapres-TTS* 
(clonidine)  have  been  mild  and  have  tended  to  diminish  with  continued  therapy  In  a 3- 
month.  multiclinic  trial  of  Catapres-TTS®  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 

Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients 
Twenty-six  patients  experienced  localized  erythema  This  erythema  and  pruritus  were  more 
common  in  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period 
Allergic  contact  sensitization  to  Catapres-TTS®  was  observed  in  5 patients 
In  additional  clinical  experience,  contact  dermatitis  was  observed  in  100  of  631  patients 
(about  16  in  100)  treated  for  a mean  duration  ol  24  weeks 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in 
the  multiclinic  trial  with  Catapres-TTS* 

Gastrointestinal:  Constipation  (1  patient),  nausea  (1).  and  change  in  taste  (1) 

Central  Nervous  System:  Fatigue  (6  patients),  headache  (5);  lethargy  (3);  sedation  (3), 
insomnia  (2);  dizziness  (2);  and  nervousness  (1) 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients). 

Dermatological:  Localized  vesiculation  (7  patients);  hyperpigmentation  (5),  edema  (3). 
excoriation  (3).  burning  (3);  papules  (1),  throbbing  (1),  blanching  (1);  and  generalized 
macular  rash  (1) 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reac- 
tions have  occurred,  where  a causal  relationship  to  Catapres-TTS*  was  not  established 
maculopapular  skin  rash  (10  cases):  urticaria  (2  cases),  angioedema  involving  the  face  (2 
cases),  one  of  which  also  involved  the  tongue 
Oro-otolaryngeal:  Dry  throat  (2  patients) 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%),  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  frequently 
Gastrointestinal:  Nausea  and  vomiting,  about  5 in  100  patients,  anorexia  and  malaise,  each 
about  1 in  100,  mild  transient  abnormalities  in  liver  function  tests,  about  1 in  100,  parotitis, 
rarely 

Metabolic:  Weight  gam,  about  1 in  100  patients,  gynecomastia,  about  1 in  1000,  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokinase,  rarely 
Central  Nervous  System:  Nervousness  and  agitation,  about  3 in  100  patients,  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 in  100  patients,  palpitations  and  tachycar- 
dia. and  bradycardia,  each  about  5 in  1000  Raynaud’s  phenomenon,  congestive  heart  fail- 
ure, and  electrocardiographic  abnormalities  (i  e conduction  disturbances  and  arrhythmias) 
have  been  reported  rarely 

Dermatological:  Rash,  about  1 in  100  patients,  pruritus,  about  7 in  1000,  hives,  angioneu- 
rotic edema  and  urticaria,  about  5 in  1000,  alopecia,  about  2 in  1000 
Genitourinary:  Decreased  sexual  activity,  impotence  and  loss  of  libido,  about  3 in  100 
patients,  nocturia,  about  1 in  100,  difficulty  in  micturition,  about  2 in  1000.  urinary  retention, 
about  1 in  1000 

Other:  Weakness,  about  10  in  100  patients,  fatigue,  about  4 in  100,  headache,  and  discon- 
tinuation syndrome,  each  about  1 in  100.  muscle  or  |Oint  pain,  about  6 in  1000  and  cramps  of 
the  lower  limbs,  about  3 in  1000  Dryness,  burning  of  the  eyes,  dryness  of  the  nasal  mucosa, 
pallor,  weakly  positive  Coombs’  test,  increased  sensitivity  to  alcohol  and  fever  have  been 
reported 

How  Suppiied:  Catapres-TTS*-1  (clonidine),  Catapres-TTS*-2  (clonidine)  or  Catapres- 
TTS*-3  (clonidine)  is  supplied  as  4 pouched  systems  and  4 adhesive  overlays  per  carton 
Catapres-TTS*-1  or  Catapres-TTS*-2  is  supplied  in  a shipper  of  3 cartons 
Consult  package  insert  before  prescribing 
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Abstract:  Seventeen  patients  who  received  22  kidney 

transplants  were  evaluated  in  this  study.  All  received 
cyclosporine  as  immunosuppressive  therapy.  All  episodes  of 
cyclosporine  toxicity  were  evaluated  with  clinical  and 
laboratory  findings,  including  38  renal  echograms, 49  renal 
isotope  scans,  and  6 biopsies  of  the  transplanted  kidney. 
These  studies  were  correlated  with  cyclosporine  dosages 
and  the  serum  concentrations  of  cyclosporine.  We  conclude 
that  a normal  renal  ultrasound  and  a renal  isotope  scan 
consistent  with  acute  tubular  necrosis  accompanied  by 
increasing  serum  creatinine  levels  at  24  or  more  hours  post- 
transplantation is  suggestive  of  cyclosporine  toxicity. 

Cyclosporine  has  been  used  in  organ  transplantation 
for  several  years  as  an  immunosuppressive  agent 
with  considerable  success.'  It  has  several  side  effects,  of 
which,  nephrotoxicity  is  the  most  harmful.^’  ^ In  renal 
transplantation,  this  often  presents  a diagnostic  dilema  in 
determining  whether  a particular  episode  of  renal  failure 
is  due  to  rejection,  acute  tubular  necrosis  (ATN)  or 
cyclosporine  toxicity.  Ultrasound  has  often  been  used  as 
a diagnostic  tool  to  determine  the  presence  of  rejection. 
Renal  radioisotope  scans  have  also  been  used  to  diagnose 
the  cause  of  renal  insufficiency  in  patients  after  renal 
transplantation.*'"’  This  study  was  undertaken  to 
determine,  if  any  ultrasonographic  findings  are  specific 
for  cyclosporine  nephrotoxicity. 

Material  and  Methods 

Seventeen  patients  (1 1 males,  6 females)  who  received 
22  kidney  transplants  were  included  in  this  study.  There 
were  two  living  related  and  20  cadaveric  transplants. 
Four  patients  received  multiple  kidney  transplants.  All 
patients  were  placed  on  cyclosporine  according  to 
protocol.  The  dosage  of  cyclosporine  consisted  of  5-10 
mg/kg  intravenously  preoperatively  and  the  day  after 
surgery,  then  orally  at  5-15  mg/kg/day  and  adjusted 
according  to  serum  levels  and  tapered  over  several  weeks. 


From  the  Departments  of  Surgery,  Radiology*,  and  Pathology**, 
Mount  Carmel  Mercy  Hospital,  6071  West  Outer  Drive.  Detroit. 
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Steroid  therapy  was  also  given  which  consisted  of  predni- 
solone at  1 mg/kg/day,  this  dose  was  tapered  to  20- 
30  mg  daily  within  two  weeks. 

All  kidneys  were  harvested  from  heartbeating  cadavers 
who  had  been  determined  to  be  brain  dead.  All  kidneys 
were  preserved  by  hypothermic  pulsatile  perfusion 
(MOX-lOO,  4 C,  p02  200  mm  Hg,  60  cycles/minute, 
systolic  pressure  60  mm  Hg)  with  either  cryoprecipitated 
plasma,  albumin,  or  plasmanate.  The  harvesting  techni- 
ques, warm  ischemia  time,  type  of  perfusate  and  length  of 
perfusion  did  not  vary  significantly  among  the  various 
patients.  Operative  techniques  for  transplantation  were 
the  same  for  all  cases. 

Episodes  of  cyclosporine  toxicity  were  documented  by 
elevated  serum  creatinine  (0.5  mg/100  ml  above  baseline 
levels),  and  increased  cyclosporine  levels,  as  well  as  a 
favorable  response  to  decreasing  the  cyclosporine 
dosage.  Other  clinical  findings  consistent  with  renal 
failure  included  increased  weight  gain  ( >5  lbs.)  and 
decreasing  urinary  output  ( > 25%). 

Cyclosporine  levels  were  monitored  on  a daily  basis  for 
three  days,  then  every  other  day  during  the  first  ten  days 
post-operatively  and  then  on  a weekly  routine  basis  or 
more  often  if  the  clinical  condition  merited.  Cyclosporine 
total  dosages  ranged  from  200-1200  mg/day  with  an 
average  total  dose  of  600  mg/day.  The  average  cyclo- 
sporine level  during  renal  failure  secondary  to  cyclospo- 
rine toxicity  was  285  ng%.  The  normal  serum  levels 
ranged  from  50-200  ng%. 

A total  of  38  renal  ultrasounds  and  49  renograms  were 
performed.  Ultrasounds  and  renograms  were  obtained 
on  the  first  post-operative  day  and  then  during 
subsequent  episodes  of  renal  failure.  Only  those  studies 
performed  during  episodes  of  documented  cyclosporine 
toxicity  were  included  in  this  study.  The  renal  ultra- 
sounds and  renograms  were  reviewed  with  radiologists 
who  did  not  know  either  the  clinical  history  or  the  nature 
of  the  study.  Renograms  were  classified  on  a functional 
basis  according  to  perfusion,  accumulation  and  excre- 
tion. Each  study  was  ranked  as  no  impairment  of 
function  (100%),  mild  impairment  (75%),  moderate 
impairment  (50%),  severe  impairment  (25%),  and  no 
function  present.  Renal  ultrasound  were  reviewed 
according  to  any  increase  or  decrease  in  kidney  size,  the 
presence  or  absence  of  any  hydronephrosis,  any 
thickening  of  the  renal  cortex,  and  any  increase  in  the 
hypoechoicity  of  the  renal  pyramids. 
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Examinations  of  six  tissue  samples  by  conventional 
light  microscopy  with  special  staining  techniques  were 
performed.  ImmunoHuorescent  microscopic  techniques 
were  used  to  detect  complement  fractions,  fibrinogen  and 
immunocomplexes.  Electron  microscopic  examinations 
were  done  to  examine  the  fine  structure  of  the  renal  tissues. 
Pathologists  who  did  not  know  the  history  of  the  patients 
or  the  nature  of  the  study  reviewed  these  cases. 

Results 

The  results  of  all  ultrasounds  and  renograms  are 
shown  in  Figures  1 and  2.  The  majority  of  ultrasono- 
graphic findings  were  either  normal  or  showed  only  mild 
cortical  thickening  and  hypoechocity  of  the  pyramids. 
The  majority  of  renal  isotope  scans  showed  mild  impair- 
ment of  perfusion  with  normal  accumulation  and  excre- 
tion. Three  renogram  studies  had  findings  consistent  with 
acute  tubular  necrosis.  Two  studies  were  interpreted  as 
showing  signs  of  rejection. 
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Figure  1.  Renal  transplant  isotope  scan  results.  Renogram  results  were 
based  on  a functional  scale  and  grouped  according  to  perfusion, 
accumulation  and  excretion. 
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Figure  2.  Renal  transplant  ultrasound  results.  Fach  ultrasound  was 
evaluated  according  to  the  size  of  the  kidney  transplant,  the  thickness  of 
the  cortex,  the  echogenicity  of  the  pyramids,  and  the  presence  or  absence 
of  hydronephrosis. 


Serum  creatinine  levels  ranged  from  0.7  to  14.9  mg%. 
Seven  patients  were  switched  to  Minnesota  antilympho- 
blast globulin.  One  patient  was  switched  toazathioprine, 
and  the  other  patients  had  the  dosage  of  cyclosporine 
decreased  until  a clinical  response  was  noted. 

Three  specimens  (biopsy  only)  showed  the  usual  but 
nonpathognomonic  microscopic  features  associated  with 
the  nephrotoxic  effects  of  cyclosporine  A (CyA).  These 
included  edema  of  the  renal  interstitial  tissue,  degenera- 
tive and  regenerative  changes  of  the  renal  tubular  cells 
and  amorphous  material  within  the  cytoplasm  of  the 
tubular  cells.  A few  mononuclear  cells  were  seen  in  the 
interstitium.  These  were  not  more  numerous  about  the 
glomeruli.  Another  patient  showed  microscopic  features 
of  both  CyA  nephrotoxicity  and  cellular  type  of  allograft 
rejection.  The  latter  process  was  predominant. 

The  other  two  patients  (transplant  nephrectomy 
specimens)  showed  the  microscopic  pathologic  changes 
of  a cellular  form  of  rejection.  These  included  a dense 
infiltrate  of  mononuclear  cells  including  activated 
lymphocytes  and  plasma  cells  in  the  interstitium  of  the 
kidney  and  in  the  transplanted  portion  of  ureter.  Foci  of 
anemic  infarction  were  present.  Other  features  of  the 
cellular  type  of  renal  allograft  rejection  were  present. 
Degenerative  tubular  changes  were  not  evident. 

Immunofluorescent  studies  did  not  demonstrate 
immune  complex  deposits  or  a humoral  mediated  type  of 
rejection  in  these  cases.  The  electron  microscopic  exami- 
nations did  not  provide  any  diagnostic  information. 
Figures  3 and  4 show  the  changes  seen  histologically  in 
two  of  these  cases  along  with  the  associated  ultrasound 
and  renogram  changes.  Minimal  morphologic  findings 
on  biopsy,  normal  ultrasounds  and  findings  consistent 
with  acute  tubular  necrosis  on  the  renogram  are 
demonstrated  in  the  figures.  The  two  examples  are  typical 
of  the  findings  in  the  majority  of  the  patients  studied. 
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Figure  3A.  Ultrasound:  minimal  prominence  of  the  pyramids  are 
displayed.  No  other  abnormalities  are  noted. 
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Figure  3B.  Renal  tubules  showing  loss  of  cell  nuclei  with  intraluminal 
proteinaceous  material  are  separated  by  edema.  (Trichrome  stain,  200X) 


Figure  3C,  3D.  Renogram:  there  is  delayed  perfusion  of  the  transplant, 
however,  essentially,  no  accumulation  or  excretion  of  isotope  is  identified. 


Figure  4 A.  Ultrasound  of  renal  transplant.  Findings  show  normal  cortical 
and  medullary  thickness.  There  are  no  hypoechoic  pyramids  or  other  signs 
to  suggest  rejection. 


Figure  4B.  A relatively  normal  glomerulus  is  surrounded  by  renal  tubules 
which  show  loss  of  nuclei  and  amorphous  eosinophilic  cytoplasm.  Jones 
Silver  Stain,  200X. 


One  patient’s  clinical  course  is  displayed  graphically  in 
Figure  5.  This  patient  underwent  a living  related  kidney 
transplant  and  was  placed  on  the  cyclospoorine  protocol. 
During  the  immediate  post-operative  period,  the  creati- 
nine fell  from  8.1  to  1.6  in  the  first  3 days  post- 
operatively.  The  cyclosporine  levels  were  gradually 
increased  to  800  mg/day  and  serum  cyclosporine  levels 
were  monitored.  The  serum  creatinine  level  began 
increasing  on  the  5th  post-operative  day  with  cyclos- 
porine serum  levels  becoming  elevated  at  this  time. 
Cyclosporine  was  discontinued  and  ultrasound  and 
renogram  were  performed.  These  studies  showed 
findings  consistent  with  acute  tubular  necrosis.  A renal 
biopsy  was  performed  two  days  later  and  showed  find- 
ings consistent  with  cyclosporine  toxicity  (Figure  4).  The 
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serum  creatinine  level  gradually  decreased  after  cyclos- 
porine was  discontinued  to  a level  of  1 .2  on  the  24th  post- 
operative day. 


Figure  5.  Patient's  clinical  course  during  cyclosporine  toxicity. 


Discussion 

Cyclosporine  was  first  isolated  in  1969  from  the  fungi 
Tolypocladium  infla  turn.  It  was  first  noted  to  have 
immunosuppressive  properties  in  1972  by  Borel.“ 
Cyclosporine  appears  to  be  effective  against  lymphocytes, 
particularly  against  the  T helper  cells.  It  exerts  its  effects 
on  both  the  humoral  and  cell  mediated  aspects  of  the 
immune  response.  It  appears  to  inhibit  the  induction 
phase  of  lymphoid  proliferation.  This  effect  is  reversible 
with  lymphocytosis  occurring  following  cessation  of 
cyclosporine  therapy.'^ 

The  most  common  manifestations  of  cyclosporine 
toxicity  are  nephrotoxicity,  hepatotoxicity,  hirsutism, 
and  fine  tremor.  The  nephrotoxic  side  effects  can  create 
a difficult  diagnostic  dilemma  of  differentiating  nephroto- 
xicity from  rejection.  The  renal  ultrasound  can  be  used  to 
diagnose  rejection.'*”’  Findings  of  increased  kidney  size, 
enlarging  medulla,  thickening  cortex,  and  increasing 
echogenicity  of  the  renal  pyramids  support  the  clinical 
diagnosis  of  rejection.^  Acute  tubular  necrosis  is  charac- 
terized by  relatively  normal  findings  using  the  renal  ultra- 
sound.’ Renal  isotope  scans  show  findings  of  delayed 
accumulation  and  excretion  of  the  isotope,  as  well  as 
reduced  isotope  clearance  in  rejection.’  Acute  tubular 
necrosis  shows  similar  findings  with  maintenance  of 
normal  perfusion. When  a normal  renal  ultrasound  is 
combined  with  a renogram  showing  evidence  of  acute 
tubular  necrosis,  this  is  more  compatible  with  cyclos- 
porine toxicity  as  shown  by  this  study.  Klintmalm  et  al, 
reported  similar  renogram  results  of  acute  tubular 
necrosis  in  cyclosporine  toxicity,''*  but  no  other  published 
reports  noted  the  presence  of  normal  ultrasound 
examinations  in  cyclosporine  toxicity. 

These  results  can  best  be  explained  by  considering  the 
pathophysiology  of  cyclosporine  toxicity.  The  nephro- 
toxicity note  is  a high  output  failure  which  seems  to  affect 


renal  tubules  while  sparing  the  glomeruli.  The  findings  of 
proximal  tubular  dilatation,  epithelial  cell  degeneration 
and  interstitial  edema  were  the  most  frequent  abnorma- 
lities noted.’  Less  frequent  findings  include  proximal 
tubular  epithelial  cell  necrosis,  tubular  casts  and 
dilatation  of  the  peritubular  capillaries.  In  general,  these 
renal  biopsy  findings  are  minimal  in  comparison  to  the 
degree  of  renal  impairment  noted.'’  Our  own  biopsy 
findings  showed  very  nonspecific  results  with  no  evidence 
of  rejection  (Figures  3 and  4). 

This  common  etiology  of  cyclosporine  toxicity  and 
acute  tubular  necrosis  accounts  for  the  similar  radiologic 
findings.  The  timing  of  the  clinical  diagnosis  may  then  be 
helpful  in  differentiating  these  conditions  of  cyclosporine 
toxicity,  acute  tubular  necrosis,  and  rejection.  The 
changes  associated  with  acute  tubular  necrosis  are 
maximal  at  24  hours;’  cyclosporine  toxicity  can  occur 
anytime.  Rejection  is  more  common  in  the  first  months 
post-operatively.  The  incidence  of  rejection  decreases 
with  time  with  no  episodes  being  noted  greater  than  200 
days  post-transplantation.'’  Therefore,  routine  renal 
scans  and  ultrasounds  should  be  performed  24  hours 
after  operation.  Any  further  deterioration  in  the  findings 
of  these  tests  should  demand  consideration  of  the 
possibility  of  cyclosporine  toxicity  or  rejection.  Cyclos- 
porine toxicity  can  then  be  further  differentiated  from 
rejection  by  the  findings  of  a normal  ultrasound  and 
continued  evidence  of  acute  tubular  necrosis  in  the 
renogram.  This  is  summarized  in  Figure  6.  We  conclude 
therefore,  that  the  findings  of  a normal  ultrasound  and  an 
abnormal  renal  isotope  scan  with  the  findings  of  acute 
tubular  necrosis  in  a patient  with  increasing  serum 
creatinine  level  greater  than  24  hours  post-operatively 
supports  the  diagnosis  of  cyclosporine  toxicity. 


Fig.  6 - SUMMARY  OF  CYCLOSPORINE  TOXICITY  DIAGNOSIS  AND  TREATMENT 
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CLINICAL  RESPONSE 


Resumen:  Este  estudio  analiza  17  pacientes  que  reci- 

bieron 22  transplantes  de  riñones  tratados  con  ciclosporina 
como  imunosupresión  básica.  Todos  los  episodios  de 
toxicidad  con  ciclosporina  fueron  analizados  desde  el  punto 
de  vista  clínico  y del  laboratorio,  incluyendo  estudios  de 
ultrasonido,  renogramas  y biopsias  renales.  Estos  estudios 
correlacionaron  bien  con  las  dosis  de  ciclosporiona  y las 
concentraciones  séricas  de  la  droga.  Es  posible  concluir  que 
un  ultrasonido  renal  normal,  con  un  renograma  indicativo 
de  insuficiencia  tubular  renal  aguda,  y valores  altos  de 
creatinina  sérica,  son  compatibles  con  toxicidad  por  la 
ciclosporina. 
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Puerto  Rico:  Progreso  Hacia  los 
Objetivos  Nacionales  de  Salud 
Para  1990  (V) 


José  G.  Rigau  Pérez,  M.D.,  F.A.A.P. 


Resumen:  De  las  diez  metas  nacionales  de  salud  para 

1990  referentes  a la  planificación  familiar,  ninguna  ha  sido 
conseguida  en  Puerto  Rico,  siete  están  bajo  estudio  o siendo 
perseguidas  (disminuir  las  tasas  de  fecundidad  en  mujeres 
menores  de  18  años,  disminuir  la  tasa  de  fecundidad  en 
solteras  de  15  a 44  años  de  edad,  aumentar  la  proporción  de 
personas  mayores  de  14  años  que  conocen  bien  la  seguridad 
y efectividad  de  los  distintos  métodos  contraceptivos, 
proveer  evaluaciones  de  infertilidad  en  los  programas  de 
planificación  familiar),  y tres  necesitan  trabajarse  desde  el 
plano  más  básico  de  obtención  de  información  (disminuir  la 
proporción  de  abortos  llevados  a cabo  en  el  segundo  trimes- 
tre, reducir  la  disparidad  entre  personas  de  diferentes 
niveles  económicos  en  su  habilidad  de  evitar  nacimientos  no 
planeados,  disminuir  el  uso  de  anticonceptivos  orales  con 
más  de  50  microgramos  de  estrógeno).  Para  dos  de  estas 
últimas  tres  metas  ya  hay,  posiblemente,  gran  cantidad  de 
información  recogida  en  una  encuesta  de  fecundidad 
llevada  a cabo  en  Puerto  Rico  en  1982,  pero  hay  gran 
necesidad  de  que  investigadores  de  instituciones  guberna- 
mentales, académicas  y cívicas  analicen  los  datos  crudos. 

En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó 
unas  metas  para  el  mejoramiento  de  la  salud  de  los  habi- 
tantes del  país  en  los  próximos  diez  años.  ‘ Quince  asuntos 
prioritarios  fueron  identificados:  control  de  la  hiperten- 
sión, planificación  familiar,  salud  en  el  embarazo  y la 
infancia,  inmunizaciones,  enfermedades  de  trasmisión 
sexual,  control  de  agentes  tóxicos,  seguridad  y salud 
ocupacional,  prevención  de  accidentes  y control  de  trau- 
matismos, fluorización  y salud  dental,  vigilancia  y 
control  de  enfermedades  infecciosas,  fumar  y el  deterioro 
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en  la  salud,  abuso  de  alcohol  y drogas,  nutrición,  acondi- 
cionamiento físico  y ejercicio,  control  del  estrés  y el 
comportamiento  violento.  Dentro  de  cada  área  se  especi- 
ficaron los  objetivos  a alcanzar  para  1990.  Estos 
objetivos  (226  en  total),  planteados  de  manera  mensura- 
ble, se  desarrollaron  en  consulta  con  más  de  quinientos 
expertos  de  los  sectores  público  y privado,  que  represen- 
taban agencias  de  salud  federales,  estatales  y locales, 
grupos  de  consumidores,  organizaciones  de  voluntarios  y 
profesionales  de  salud.  Las  metas  se  establecieron 
tomando  en  cuenta  las  tendencias  actuales  de  factores 
pertinentes,  tales  como  cambios  demográficos,  estilos  de 
vida  y la  disponibilidad  de  fondos,  y detallando  lo  que  se 
asumió  ocurriría  con  estos  factores  en  la  década  de  198 1 a 
1990.  Las  metas  han  de  alcanzarse  por  los  esfuerzos  de 
toda  la  gama  de  agencias  e instituciones  públicas  y 
privadas,  de  personas  y comunidades,  y no  se  han 
establecido  como  una  responsabilidad  federal.  El 
gobierno  federal  se  ve  llamado  a dirigir,  catalizar  y 
respaldar  un  esfuerzo  colectivo  con  móviles  locales,  y 
lleva  a cabo  evaluaciones  periódicas  del  progreso  hacia 
esos  objetivos.^  Este  artículo  presenta  la  situación  actual 
en  Puerto  Rico  del  progreso  hacia  los  objetivos  relacio- 
nados con  la  planificación  familiar. 

Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  junto  con  algunas  notas  adicionales,  en 
comillas,  tal  como  aparecen  en  el  texto  original  en  inglés.' 
Cada  meta  se  rotuló  “AA”,  “P”,  o “I”  de  acuerdo  con  los 
siguientes  criterios:  AA  (aparentemente  alcanzada)  si  la 
evidencia  disponible  indica  que  el  estado  de  la  enferme- 
dad o de  la  técnica  de  salud  pública  al  momento  actual  en 
Puerto  Rico  concuerda  con  lo  deseado  para  1990;  p 
(perseguida)  si  hay  al  momento  un  esfuerzo  de  recogida 
de  datos  respecto  al  problema  o un  programa  establecido 
para  el  control  de  la  enfermedad  o prestación  del  servicio; 
I (indocumentada)  si  la  información  específica  que 
estipula  el  objetivo  no  se  conoce  para  Puerto  Rico. 
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Las  tasas  de  fecundidad  (“fertility  rates”)  por  edad 
específica  se  calcularon  tomando  como  numerador  el 
número  de  nacidos  vivos  en  Puerto  Rico  a mujeres  de  la 
edad  estipulada,  multiplicando  por  mil,  y dividido  por  el 
número  de  mujeres  de  esa  edad  según  el  censo  de  1980.^ 
Las  tasas  de  natalidad  (“birth  rates”)  citadas  representan 
el  número  total  de  nacidos  vivos  en  Puerto  Rico  en  un  año 
dado,  multiplicado  por  mil  y dividido  por  la  población  de 
Puerto  Rico  al  1 de  julio  de  ese  año/  Los  datos  sobre 
nacimientos  se  obtuvieron  de  los  Informes  de  Estadísti- 
cas Vitales  de  Puerto  Rico  para  los  años  1980  a 1983/"* 
Los  datos  de  mortalidad  por  aborto  legal  inducido  se 
extrajeron  de  los  análisis  detallados  inéditos  que  hace  la 
Oficina  de  Estadísticas,  Análisis  y Control  de  Informa- 
ción (Administración  de  Facilidades  y Servicios  de  Salud, 
Departamento  de  Salud)  de  los  certificados  de  defunción 
que  se  cumplimentan  cada  año;  los  datos  para  1984  no 
estaban  disponibles  al  momento  de  esta  investigación.  La 
identificación  por  números  de  las  causas  de  muerte 
corresponde  al  sistema  de  “International  Classification 
of  Diseases,  Adapted  for  use  in  the  United  States” 
(ICDA-9).’ 

La  “Muestra  Básica”,  mencionada  en  la  discusión  del 
objetivo  h.,  es  un  estudio  continuo  (desde  1963)  de  la 
Oficina  de  Planificación,  Evaluación  y Desarrollo,  del 
Departamento  de  Salud  de  Puerto  Rico.  Su  propósito  es 
recopilar  datos  sobre  el  estado  de  salud  de  la  población,  y 
los  patrones  de  utilización  de  los  servicios  médico- 
hospitalarios.  Consiste  de  entrevistas  a una  muestra 
representativa  y sistemática  de  la  población,  derivada  de 
la  muestra,  seleccionada  por  el  Negociado  de  Estadísticas 
del  Trabajo  del  Departamento  del  Trabajo  y Recursos 
Humanos,  de  la  población  civil  no  institucionalizada  de 
la  isla. 

Objetivos  para  1990  o antes 
Mejoramiento  del  estado  de  salud 

“Evitar  las  cargas  personales  o sociales  de  un  emba- 
razo o infertilidad  no  deseados  es  un  objetivo  importante 
respecto  al  estado  de  salud,  aunque  no  es  fácilmente 
cuantificable.  Sin  embargo,  la  planificación  familiar  es 
un  componente  clave  de  los  esfuerzos  para  reducir  la 
mortalidad  infantil  y materna.”  Un  artículo  próximo  en 
esta  serie  tratará  sobre  las  metas  para  1990  referentes  a la 
salud  en  el  embarazo  y la  infancia. 


Reducción  de  factores  de  riesgo 

“Los  objetivos ’a.’  al  ’e.’ especifican  reducciones  en  la 
tasa  de  fecundidad  para  reducir  los  nacimientos  no 
deseados  en  grupos  de  mujeres  de  edad  y estado  civil 
específico.  Algunos  nacimientos  a estas  mujeres  en  estos 
grupos  son  planificados.  Sin  embargo,  los  nacimientos 
no  deseados  forman  una  muy  grande  proporción  de  los 
nacimientos  a la  mujeres  en  estos  grupos.  Por  lo  tanto,  las 
reducciones  en  el  número  de  nacimientos  no  deseados 
permitirían  conseguir  los  objetivos  aquí  expuestos,  sin 
afectar  los  números  de  nacimientos  planificados.”  Estos 
objetivos  se  discuten  en  conjunto,  después  del  objetivo  e. 

a.  “Para  1990,  no  debe  haber  virtualmente  ningún 
nacimiento  no  planificado  a niñas  de  14  años  de  edad  o 
menores.  Conseguir  este  objetivo  probablemente  redu- 
ciría los  nacimientos  a este  grupo  de  edad  a casi  cero.”  — P 

b.  “Para  1990,  la  tasa  de  fecundidad  para  niñas  de  15 
años  debe  reducirse  a 10  por  1,000.  (En  1978,  hubo  14.2 
nacimientos  por  1,000  niñas  en  este  grupo  de  edad.)”  — P 

c.  “Para  1990,  la  tasa  de  fecundidad  para  niñas  de  16 
años  debe  reducirse  a 25  por  1,000.  (En  1978,  hubo  31.8 
nacimientos  por  1,000  para  este  grupo  de  edad.)”  — P 

d.  “Para  1990,  la  tasa  de  fecundidad  para  niñas  de  17 
años  debe  reducirse  a 45  por  1,000.  (En  1978,  hubo  52.1 
nacimientos  por  1,000  para  este  grupo  de  edad.)”  — P 

e.  “Para  1990,  reducciones  en  los  nacimientos  no 
deseados  entre  solteras  americanas  (de  15  a 44  años  de 
edad)  deben  reducir  la  tasa  de  fecundidad  en  este  grupo  a 
18  por  1,000.  (En  1978,  hubo  26.2  nacimientos  por  1,000 
solteras  de  15  a 44  años  de  edad.)” 

Aunque  Puerto  Rico  tiene  la  mayor  prevalencia  de  uso 
de  prácticas  anticonceptivas  en  América  Latina,  las  tasas 
de  fecundidad  para  niñas  de  14  a 17  años  están  lejos  de  lo 
deseado  para  1990 (ver  tabla).’®  De  1980a  1983  ha  habido 
anualmente  en  Puerto  Rico  entre  200  y 300  nacimientos  a 
niñas  menores  de  15  años.  Cada  año,  del  2 al  7%  de  las 
niñas  de  15  a 17  años  de  edad  dan  a luz  una  criatura.  Por 
contraste,  de  1980  a 1983,  sólo  del  18  al  21%  de  las 
mujeres  de  20  a 34  años  de  edad,  y casadas  legalmente, 
dieron  a luz  en  un  año,  y éste  es  el  grupo  en  que  se  esperan 
las  tasas  máximas  de  fecundidad.  Las  verdaderas  tasas  de 
embarazo  en  adolescentes  son  más  altas  que  lo  expresado 
en  la  tabla,  pero  se  desconoce  la  proporción  de  embara- 
zadas que  no  llegan  a dar  a luz  (por  abortos  espontáneos 


Tabla  I 


Tasas  de  Fecundidad  para  Mujeres  de  Edad  y Estado  Civil  Especifico,  por  Mil  Habitantes 
Puerto  Rico,  1980-1983 


Arto 

Edad 

<15 

15  años 

16  artos 

17  artos 

Solteras 

No  Casadas 

Casadas  Leealmente 

15-44  artos 

15-44  artos 

15-44  artos 

20-34  artos 

Nac* 

Nac 

Pob+ 

Tasa 

Nac 

Pob 

Tasa 

Nac 

Pob 

Tasa 

Nac 

Pob 

Tasa 

Nac 

Pob 

Tasa 

Nac 

Pob 

Tasa 

Nac 

Pob 

Tasa 

1980 

295 

906 

36005 

25.16 

1704 

34857 

48.89 

2664 

34940 

76.24 

3576 

254016 

14.08 

15053 

275986 

54.54 

57453 

369871 

155.3 

45109 

219917 

205.1 

1981 

287 

837 

2125 

1743 

50.00 

2602 

74.47 

3826 

15.06 

15432 

55.92 

55490 

150.0 

43391 

197.3 

1982 

267 

782 

21.72 

1570 

45.04 

2573 

73.64 

3861 

15.20 

15697 

56.88 

53189 

143.8 

41928 

1907 

1983 

239 

755 

20.97 

1428 

40.97 

2340 

66.97 

3870 

15.24 

15806 

57.27 

49577 

134.0 

39219 

178.3 

*Número  de  nacimientos  a mujeres  de  la  edad  y estado  avil  especificados  (reís.  5-8) 
-i-Población  en  ese  grupo  de  edad  y estado  civil,  según  el  censo  de  1980  (reí.  3) 
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O inducidos).  Todo  esto  sugiere  un  alto  nivel  de  actividad 
sexual  en  los  adolescentes  de  las  edades  señaladas,  lo  cual 
es  importante  no  sólo  por  las  repercusiones  sociales  que 
el  embarazo  tiene  para  esas  madres,  sino  porque  las 
criaturas  de  madres  muy  jóvenes  sufren  una  alta  tasa  de 
mortalidad  infantil.  “ 

En  la  tabla  he  presentado  las  tasas  de  fecundidad  de  las 
mujeres  solteras  de  15  a 44  años,  utilizando  una  defini- 
ción restrictiva,  pero  usual,  de  la  soltería  (ni  casadas,  ni 
en  parejas  consensúales,  ni  separadas  de  cónyuge  legal  o 
consensual).  Estas  tasas  de  fecundidad  son  las  más  bajas 
de  todos  los  grupos  estudiados.  El  objetivo  e.  menciona 
mujeres  solteras,  pero  se  refiere  también  a mujeres  en 
matrimonios  consensúales.'^  Las  estadísticas  vitales  en  la 
mayoría  de  los  estados  de  la  Unión  sólo  clasifican  el 
estado  civil  de  la  madre  como  legalmente  casada,  o 
soltera.  El  certificado  de  nacimiento  en  uso  en  Puerto 
Rico  tiene  las  siguientes  tres  clasificaciones  para  el  estado 
jurídico  de  los  padres  de  la  criatura:  legalmente  casados 
entre  sí,  no  están  casados  pero  viven  como  marido  y 
mujer,  o,  no  viven  juntos.  Las  tasas  de  fecundidad  a que 
se  refiere  el  objetivo  e.  se  han  incluido  en  la  tabla  bajo  el 
título  de  “no  casadas”,  denominación  que  incluye  las 
solteras  de  la  definición  anterior,  más  las  mujeres  que 
pertenecen  a uniones  consensúales.  Las  tasas  de  fecun- 
didad de  las  mujeres  “no  casadas”  se  calcularon  usando 
como  numerador  los  nacimientos  a mujeres  de  15  a 44 
años  de  edad,  que  no  viven  junto  al  padre  de  la  criatura,  y 
las  que  no  están  legalmente  casadas  pero  viven  consen- 
sualmente con  un  cónyuge.  Como  denominador  se  utilizó 
la  población  de  mujeres  de  esa  edad  que  el  censo  de  1980 
contó  como  solteras  (“single”),  más  las  que  pertenecen  a 
parejas  consensúales,  pero  excluyendo  las  mujeres  sepa- 
radas de  su  cónyuge  (porque  aparecen  en  el  censo  como 
actualmente  casadas,  pero  cuyo  cónyuge  está  ausente). 
Estas  tasas  de  fecundidad  de  mujeres  no  casadas,  cerca  de 
56  por  mil  habitantes,  y el  triple  de  lo  que  pide  el  objetivo 
para  1990,  están  más  concordes  que  las  tasas  de  fecundi- 
dad de  solteras,  con  el  alto  porciento  de  ilegitimidad  que 
se  registra  en  la  isla  (del  20.9  al  24.3%  de  los  nacidos  vivos 
en  Puerto  Rico  de  1980  a 1983).^'* 

f.  “Para  1990,  la  proporción  de  abortos  llevados  a 
cabo  en  el  segundo  trimestre  del  embarazo  deberá  redu- 
cirse al  6%,  reduciendo  asi  la  tasa  de  muerte  por  caso  de 
aborto  en  Estados  Unidos  a 0.5  por  100,000.  (En  1976, 
cerca  del  11%  de  los  abortos  se  llevaban  a cabo  en  el 
segundo  trimestre,  y en  1977  la  tasa  de  muerte  era  1 .4  por 
100,000.)”  — I 

Según  un  artículo  de  periódico,  en  1979  se  llevaron  a 
cabo  45,000  abortos  a mujeres  de  Puerto  Rico  (25,000 
localmente,  y 20,000  en  Islas  Vírgenes).’’  De  1978  a 1979, 
nuestras  estadísticas  vitales  no  registraron  ninguna 
muerte  materna  como  consecuencia  de  aborto  legal 
inducido  (rubros  ICDA — 9:  635.0 — 635.9),  pero  una 
búsqueda  intensiva  de  muertes  relacionadas  al  embarazo 
encontró  dos  muertes  ocurridas  en  esos  años  asociadas 
con  aborto  inducido.'^  Las  estadísticas  vitales  de  1980  a 
1983  tampoco  han  registrado  defunciones  por  esta  causa 
de  muerte.  No  hay  otros  datos  de  referencia  disponibles 
para  Puerto  Rico,  pues  los  datos  sobre  mortalidad  por 
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abortos  no  se  pueden  obtener  dependiendo  únicamente 
de  las  estadísticas  vitales,  y no  hay  en  la  isla  un  sistema  de 
vigilancia  epidemiológica  de  los  abortos  inducidos,  sus 
características,  números,  o complicaciones.” 

g.  “Para  1990,  la  disponibilidad  a mujeres  y hombres 
de  información  y métodos  (educación,  consejería,  y 
servicios  médicos)  de  planificación  familiar  debe  haber 
aumentado  como  para  reducir  por  50%  la  disparidad 
entre  americanos  de  diferentes  niveles  económicos  en  la 
habilidad  de  evitar  nacimientos  no  planeados.  (En  1976, 
fueron  no  planeados  el  52%  de  los  nacimientos  que 
ocurrieron  en  los  cinco  años  previos  en  mujeres  que 
alguna  vez  estuvieron  casadas  y que  tenían  ingresos 
familiares  bajo  el  umbral  de  pobreza,  comparado  con  un 
29.2%  para  mujeres  con  ingresos  familiares  de  150%  del 
umbral  de  pobreza  o mayores.)”  — I 

No  hay  datos  de  referencia  disponibles  para  Puerto 
Rico.  Para  recoger  esta  información  se  necesitan  estudios 
adicionales  a los  informes  de  estadísticas  vitales,  que  no 
tienen  información  para  categorizar  las  personas  por 
niveles  económicos. 

Mayor  concientización  pública  y profesional 

h.  “Para  1990,  al  menos  75%  de  los  hombres  y mujeres 
mayores  de  14  años  deben  poder  describir  con  exactitud 
los  distintos  métodos  contraceptivos,  incluyendo  la 
seguridad  y efectividad  relativa  de  un  método  versus  los 
otros.  (No  hay  datos  de  referencia  disponibles.)”  — P 

El  currículo  de  las  escuelas  públicas  intermedias  y 
superiores  de  Puerto  Rico  incluye  cursos  electivos  sobre 
salud,  que  mencionan  la  reproducción.  Sin  embargo,  no 
tenemos  datos  como  los  que  pide  este  objetivo  para  saber 
los  conocimientos  sobre  contraceptivos  que  tienen  los 
estudiantes  o los  adultos  de  la  isla.  En  junio  y julio  de 
1976  la  Escuela  de  Salud  Pública  de  la  Universidad  de 
Puerto  Rico  y la  Secretaría  Auxiliar  de  Planificación 
Familiar  llevaron  a cabo  una  encuesta  para  evaluar  la 
efectividad  del  programa  de  planificación  familiar  del 
Departamento  de  Salud,  utilizando  una  muestra  repre- 
sentativa de  todas  las  residentes  de  la  isla  entre  15  y 54 
años  de  edad  y nacidas  en  Puerto  Rico.  La  estrategia  del 
muestreo  utilizó  los  hogares  seleccionados  en  las 
encuestas  trimestrales  de  la  Muestra  Básica  del  Departa- 
mento de  Salud  de  enero,  marzo,  y julio  de  1975.'*  Para 
medir  el  conocimiento  y uso  de  métodos  contraceptivos 
de  las  mujeres  en  la  muestra,  se  utilizaron  las  respuestas 
de  las  mujeres  de  1 5 a 49  años  de  edad,  y que  a la  fecha  de 
la  entrevista  estuviesen  casadas  (legal  o consensual- 
mente); 1,134  mujeres  en  total.  El  81%  de  las  mujeres 
incluidas  en  esta  sección  del  estudio  informó  haber 
utilizado  algún  método  anticonceptivo  alguna  vez  en  su 
vida.  La  proporción  de  usuarias  al  momento  de  la 
encuesta  fue  69%.  Entre  las  no  esterilizadas,  las  usuarias 
activas  eran  el  48.9%  del  grupo.  El  uso  de  anticonceptivos 
aumentó  con  la  edad,  y con  los  años  de  matrimonio, 
llegando  a un  máximo  en  las  mujeres  de  35  a 39  años 
(80.0%  usuarias),  y las  de  15  a 19  años  de  casadas  (80.1% 
usuarias).  No  hubo  gran  diferencia  en  el  porciento  de 
usuarias  (al  momento  de  la  entrevista)  por  zona  de 
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residencia  (urbana:  73.9%,  rural  65.3%),  años  de  escuela 
completados  (Oa  3 años:  67.9%,  hasta  13  y más:  66.7%),  u 
ocupación  del  esposo  (cuello  blanco:  70.8%,  cuello  azul: 
69.5%,  agrícola:  65.9%).  Los  cinco  métodos  anticoncep- 
tivos en  uso  más  comúnmente,  al  momento  de  la  entre- 
vista, fueron  la  esterilización  femenina  (57.1%),  la 
píldora  anticonceptiva  (18.6%),  el  condom  (6.0%),  el  dis- 
positivo intrauterino  (4.9%),  y la  esterilización  masculina 
(4.1%).  Entre  mujeres  jóvenes  y con  pocos  años  de 
matrimonio,  la  píldora  anticonceptiva  fue  el  método  más 
comúnmente  ulilizado,  pero  a mayor  edad,  mayor 
proporción  recurrió  a la  esterilización.  Entre  mujeres  de 
45  a 49  años  de  edad,  yen  las  mujeres  que  tenían  20  años  o 
más  de  matrimonio,  más  del  80%  dependían  de  la  esterili- 
zación. Se  observó  también  que  la  residencia  en  zona 
urbana,  y un  menor  número  de  años  de  escolaridad 
estaban  asociados  a mayor  frecuencia  de  esterilización 
(residencia  urbana:  60.8%,  rural:  53:0%;  de  0 a 3 años  de 
escuela:  70.3%,  13  y más  años:  40.5%  estaban  esterili- 
zadas).” 

Una  encuesta  llevada  a cabo  en  1982  por  “Centers  for 
Disease  Control”,  “National  Institutes  of  Health”,  y la 
Escuela  de  Salud  Pública  de  la  Universidad  de  Puerto 
Rico,  incluyó  3,175  mujeres  de  toda  la  isla,  de  15  a 49  años 
de  edad.  Un  análisis  preliminar  de  los  resultados 
demostró  una  prevalencia  de  uso  de  contraceptivos  de 
68.4%  en  las  mujeres  casadas,  41.8%  en  las  previamente 
casadas,  y 5.3%  en  las  que  nunca  se  habían  casado.  El 
método  contraceptivo  más  prevalente  en  las  casadas  fue 
la  esterilización  (en  39.1%  de  las  mujeres  y 4.4%  de  sus 
cónyugues),  seguido  por  la  píldora  contraceptiva  (usada 
por  8.4%  de  ellas).  El  nivel  educacional  de  la  mujer  no  se 
vio  relacionado  a la  prevalencia  del  uso  de  contracepti- 
vos, pero  si  a la  preferencia  por  el  método  específico.  Este 
estudio  recogió  una  enorme  cantidad  de  datos  que  están 
disponibles  para  análisis  por  investigadores  interesados 
en  problemas  de  fecundidad,  salud  materna,  y eventos 
importantes  en  la  vida  de  la  mujer.'* 

Mejoramiento  en  los  servicios  y la  protección 

i.  “Para  1985,  las  ventas  de  contraceptivos  orales  con 
un  contenido  de  más  de  50  microgramos  de  estrógeno 
deberán  reducirse  al  15%  de  las  ventas  totales.  (En  1978, 
cerca  del  27.1%  de  las  preparaciones  vendidas  tenían  el 
nivel  mencionado  de  estrógeno.)”  — I 

Este  objetivo  tiene  como  propósito  aumentar  la 
seguridad  del  método  anticonceptivo  reversible  más 
eficaz.  Hay  una  correlación  directa  entre  el  contenido  de 
estrógeno  en  contraceptivos  orales  y el  riesgo  de  desarro- 
llar tromboembolismos  y venosos  sintomáticos,  infartos 
del  miocardio,  y accidentes  cerebrovasculares  (“strokes”).”’ 
Hace  varios  años  que  este  objetivo  se  ha  alcanzado  en 
Estados  Unidos,  porque  el  uso  de  contraceptivos  con  alto 
contenido  de  estrógeno  (sobre  50  microgramos)  ha 
disminuido  notablemente.  La  contribución  de  esas  pre- 
paraciones a las  ventas  totales  (53  millones  de  recetas)  de 
contraceptivos  orales  en  1983  fue  sólo  el  9%.^'  Sin 
embargo,  no  tenemos  datos  de  referencia  respecto  a la 
frecuencia  con  que  se  utilizan  estos  productos  en  Puerto 
Rico  actualmente. 


j.  “Para  1985,  100%  de  los  programas  de  planificación 
familiar  con  fondos  federales  tendrán  una  rutina  estable- 
cida para  proveer  una  evaluación  inicial  de  problemas  de 
infertilidad,  sea  directamente,  o mediante  referido.  (No 
hay  datos  de  referencia  disponibles.)”  — P 

Tres  agencias  proveen  los  servicios  de  planificación 
familiar  en  Puerto  Rico:  la  Asociación  Puertorriqueña 
pro  Bienestar  de  la  Eamilia,  a través  del  Centro  Celestina 
Zalduondo,  en  Hato  Rey,  y de  los  Centros  de  Diagnós- 
tico y Tratamiento  (CDTs)  de  los  pueblos  en  la  subregión 
administrativa  de  Aguadilla  (Aguada,  Aguadilla,  Isabela, 
Moca,  San  Sebastián)  por  contrato  con  el  Departamento 
de  Salud;  el  Departamento  de  Salud  de  Puerto  Rico,  a 
través  de  los  CDTs  localizados  en  cada  pueblo  de  la  isla, 
pero  exluyendo  los  de  San  Juan;  y el  Programa  de  Planifi- 
cación Familiar  del  Recinto  de  Ciencias  Médicas  de  la 
Universidad  de  Puerto  Rico,  a través  de  los  dispensarios  y 
CDTs  del  Municipio  de  San  Juan.  La  Asociación  pro 
Bienestar  de  la  Familia  (una  entidad  compuesta  por 
voluntarios  de  la  comunidad)  genera  ingresos  por 
donaciones  privadas,  y cobro  por  sus  servicios  (al  estado, 
por  las  clínicas  en  instituciones  públicas,  o al  paciente,  en 
el  Centro  Celestina  Zalduondo).  El  Departamento  de 
Salud  sufraga  los  presupuestos  de  sus  clínicas  con  fondos 
estatales  y federales  destinados  a salud  pública  en 
general.  El  Recinto  de  Ciencias  Médicas  es  el  receptor 
para  Puerto  Rico  de  los  fondos  federales  dedicados  espe- 
cíficamente a planificación  familiar  (Título  X de  los 
fondos  del  “U.S.  Public  Health  Service”).  Una  porción 
de  esos  fondos  se  asigna  a los  programas  de  planificación 
familiar  del  Departamento  de  Salud  en  las  regiones 
administrativas  de  Bayamón  y Ponce.  La  asignación  de 
estos  fondos  del  Título  X ya  exige  que,  como  parte  de  los 
servicios  ofrecidos,  se  provea  una  evaluación  para  proble- 
mas de  infertilidad.  Este  requisito  se  cumple  actualmente 
mediante  el  referido  de  los  pacientes  al  Hospital 
Municipal  de  San  Juan  o al  Hospital  Universitario  en 
Centro  Médico  en  Río  Piedras.  Los  servicios  de 
planificación  familiar  en  el  resto  de  la  isla  no  tienen 
actualmente  un  protocolo  establecido  para  el  manejo  de 
casos  de  posible  infertilidad,  pero  cuentan  con  la 
posibilidad  de  referir  los  casos  a las  clínicas  del  Hospital 
Regional  correspondiente. 


Discusión 

En  Puerto  Rico,  el  tema  de  planificación  familiar  se  ha 
discutido  públicamente  casi  siempre  desde  la  perspectiva 
del  control  del  tamaño  de  la  población,  para  lo  cual  la 
planificación  (posposición  y separación)de  los  nacimien- 
tos es  un  medio,  no  un  fin.  El  control  del  crecimiento  de  la 
población  en  Puerto  Rico  es  un  asunto  de  gran  importan- 
cia. Para  mantener  una  población  estacionaria  (sin 
crecimiento)  con  la  población  (3,274,5(X)  habitantes)  y la 
expectativa  de  vida  al  nacer  (73.91  años)  estimadas  para 
Puerto  Rico  en  1983,  los  nacimientos  ocurridos  en  ese 
año  tendrían  que  haber  sido  44,304,  y no  los  65,742  que 
hubo.  Expresado  de  otra  manera,  la  tasa  de  natalidad  de 
reemplazo  para  la  isla  sería  13.5,  pero  la  tasa  de  natalidad 
en  1983  fue  20.1  nacimientos  por  mil  habitantes.*’ 
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Lamentablemente,  en  las  argumentaciones  sobre  la 
explosión  demográfica,  la  planificación  familiar  se  ha 
amalgamado  a temas  tan  agriamente  discutidos  como  la 
limitación  del  número  de  hijos,  la  esterilización  feme- 
nina, el  control  de  la  inmigración,  y el  aborto. Estas 
metas  para  1990  parecen  sencillas  y desprovistas  de 
controversia  porque  se  dirigen  a la  planificación  de  los 
nacimientos,  para  proteger  la  salud  de  las  madres  y sus 
criaturas. 

De  las  diez  metas  nacionales  de  salud  para  1990  refe- 
rentes a la  planificación  familiar,  ninguna  ha  sido  con- 
seguida en  Puerto  Rico,  siete  están  bajo  estudio  o siendo 
perseguidas  (disminuir  las  tasas  de  fecundidad  en  mujeres 
menores  de  18  años,  disminuir  la  tasa  de  fecundidad  en 
solteras  de  15  a 44  años,  aumentar  la  proporción  de 
personas  mayores  de  14  años  que  conocen  bien  la 
seguridad  y efectividad  de  los  distintos  métodos  contra- 
ceptivos, proveer  evaluaciones  de  infertilidad  en  los 
programas  de  planificación  familiar),  y tres  necesitan 
trabajarse  desde  el  plano  más  básico  de  obtención  de 
información  (disminuir  la  proporción  de  abortos 
llevados  a cabo  en  el  segundo  trimestre,  reducir  la  dispa- 
ridad entre  personas  de  diferentes  niveles  económicos  en 
su  habilidad  de  evitar  nacimientos  no  planeados, 
disminuir  el  uso  de  anticonceptivos  orales  con  más  de  50 
microgramos  de  estrógenos).  Para  dos  de  estas  últimas 
tres  metas  ya  hay,  posiblemente,  una  gran  cantidad  de 
información  recogida  en  la  encuesta  de  fecundidad 
llevada  a cabo  en  1982,  pero  hay  gran  necesidad  de  que 
investigadores  de  instituciones  gubernamentales,  acadé- 
micas y cívicas  analicen  los  datos  crudos. 

Las  diversas  maneras  de  llegar  a las  metas  para  1990 
tienen  un  factor  común:  la  educación  del  individuo 
respecto  a las  características  físicas  y sicológicas  de  la 
conducta  sexual.  Esta  educación  debe  empezar  desde 
temprano.  Los  niños,  aún  en  los  hogares  más  estables  y 
protegidos,  oyen  y comentan  lós  problemas  de  la 
sociedad  actual  (por  ejemplo,  “AIDS”,  y los  crímenes 
pasionales),  y reciben  los  mensajes  de  películas,  progra- 
mas de  televisión,  música,  y revistas  que  constantemente 
los  incitan  a manifestar  su  sexualidad.  Entre  1971  y 1982, 
el  porciento  estimado  de  adolescentes  solteros  (hombres 
y mujeres)  de  15  a 19  años  de  edad  con  experiencia  sexual 
premarital  aumentó  en  Estados  Unidos  del  26.8  al 
42.8%.^^  Frente  a estos  patrones  de  conducta  en  los 
jóvenes,  los  cursos  de  educación  sexual  poco  específicos, 
y pospuestos  hasta  casi  la  llegada  de  la  adultez  de  los 
estudiantes,  resultan  superfinos.  La  procreación  no 
' deseada  es  un  problema  para  los  adolescentes  y para  los 
I adultos.  Los  jóvenes  no  necesitan  menos  información 
que  los  mayores  para  afrontar  decisiones  de  tanta 
I importancia, 
i 

I 

I Abstract:  Of  the  ten  national  health  goals  for  1990 

I concerned  with  family  planning,  none  has  been  achieved  in 
I Puerto  Rico,  seven  are  under  study  or  being  pursued 
, (reduce  the  fertility  rates  for  women  under  age  18, 
reduce  the  fertility  rate  in  single  women,  15  to  44 
years  of  age,  increase  the  proportion  of  men  and  women 
over  the  age  of  14  who  are  well  informed  about  the  safety 
and  efficacy  of  the  different  contraceptive  methods,  provide 


evaluations  for  infertility  in  family  planning  programs), 
and  three  need  to  be  developed  from  the  most  basic  stages  of 
information  gathering  reduce  the  proportion  of  abor- 
tions performed  in  the  second  trimester  of  pregnancy, 
reduce  the  disparity  between  persons  of  different  economic 
levels  in  their  ability  to  avoid  unplanned  births,  reduce  the 
use  of  oral  contraceptives  with  more  than  50  micrograms  of 
estrogen).  For  two  of  these  last  three  goals  there  already 
probably  exists  a large  amount  of  information  collected  in  a 
fertility  survey  carried  out  in  Puerto  Rico  in  1982,  but  there 
is  great  need  for  investigators  from  governmental, 
academic  and  voluntary  institutions  to  analyze  the  raw 
data. 
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Atención 

“Senior  Residents”  en  Cirugía 

Se  vende  práctica  y mobiliario  de  oficina. 
Cirujano  General  en  Santurce  con  30  años 
de  práctica  privada,  en  área  cercana  a 
Doctors  Hospital  y Hospital  Pavía,  se 
retira  de  la  práctica  en  este  año.  Oficina  en 
Edificio  de  Médicos,  renta  $493.61  men- 
sual. Vende  mobiliario  con  práctica  y 
archivos  de  pacientes. 

Tel;  722-6820  a cualquier  hora 


Vista  de  la  calle  San  José  en  el  Viejo  San  Juan  (circa  1905).  Fotografía  cortesía  del  Sr.  Ignacio  Ülazagasti  y el  Dr.  Edgardo 
A la  izquierda  de  la  fotografía  se  aprecia  el  adificio  de  la  García-Trías. 

Diputación  Provincial. 
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reconocemos  la  sran  labor 
que  ellos  realizan,  Por  eso 

ponemos  a su  . alcance  más 

y mejores  servicios  W bancarios. 
Cada  uno  diseñado  para  satisfacer,  sus 
más  exisentes  necesidades  financieras. 
Además,  un  personal  adiestrado  para 

orientarle  y ayudarle  a 
planificar  su  futuro 
económico  de  manera 
responsable  y sesura. 
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Case  Presentation 


Somatosensory  Cortical  Evoked 
Potentials  for  Intraoperative 
Monitoring  of  Spinal  Surgery 


Edwin  M.  Meléndez,  M.D.* 
John  Flynn,  M.D.,  F.A.C.S.* 
Angel  Noriega  Sánchez,  M.D.** 


Abstract:  The  first  case  report  in  Puerto  Rico  in  which 

somatosensory  cortical  evoked  potentials  for  intraopera- 
tive monitoring  of  spinal  surgery  is  presented.  Common 
peroneal  nerve  SER  were  recorded  in  this  high  risk 
procedure  involving  stabilization  of  the  thoracic  spine 
seriously  debilitated  by  tumoral  involvement  of  T4  and  T5 
vertebral  bodies.  Direct  correlation  between  hypotension 
and  deterioration  of  SER  was  found. 

The  importance  of  SER  in  the  intraoperative  monitoring 
of  spinal  cord  function  is  highlighted.  Works  conducive  to 
the  use  of  SER  in  our  daily  practice  should  follow  in  an 
attempt  to  improve  end  results  in  spine  and  spinal  cord 
surgery. 

Somatosensory  cortical  evoked  responses  (SER)  was 
first  described  by  Dawson'  in  1947.  He  studied 
peripheral  nerve  function  by  means  of  peripheral  sensory 
stimulation  while  recording  over  the  contralateral 
somatosensory  cortex.  Since  then,  numerous  studies  have 
been  conducted  and  the  techniques  improved.  Clinical 
correlation  between  direct  mechanical  pressure,  changes 
in  systemic  blood  pressure  and  alterations  in  SER  has 
been  conducted  in  experimental  models  by  Brodkey,^ 
Croft, ^ and  Nash.'' 

It  is  the  purpose  of  this  paper  to  describe  our  expe- 
rience and  report  the  first  case  in  Puerto  Rico  in  which 
SER  was  used  for  intraoperative  monitoring  of  spinal 
surgery. 

Case  Report 

A 55  y/o  male  patient  with  squamous  cell  carcinoma  of 
the  right  lung  diagnosed  9 months  prior  to  admission 
developed  metastasis  to  T4  and  T5  involving  75%  of  ver- 
tebral bodies,  laminas  and  pedicles  of  right  side  of 
vertebra  as  well  as  contiguous  ribs.  Presenting  symptoms 
of  constant  back  pain  over  affected  area  were  noted. 
Physical  exam  was  negative  for  neurological  involve- 
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ment.  Due  to  progressive  instability  a spinal  stabilizing 
procedure  was  performed. 

Instrumentation 

The  common  peroneal  nerve  somatosensory  evoked 
response  was  recorded  using  a vertex  (Cz’)  to  fronto 
polar  (FPz)  recording  sites  according  to  the  10-20  inter- 


TABLE  I 


Time  Sequence  and  Reproduction  of  Tracing  of  SER 

A.  Pre-operative  unaltered  common  peroneal  nerve  SER 
recorded  in  the  operating  room  after  induction  of 
anesthesia. 

B.  Alteration  in  amplitude  morphology  and  4.8  ms  shift 
latency  of  the  SER  during  surgery  and  period  of 
hypotension. 

C.  Continuing  changes  in  morphology  prior  to  recovery 

D.  Return  of  the  evoked  response  to  almost  baseline  level 
after  recovery  of  hypotension. 
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national  EEG  electrode  positioning.  A large  electrode 
was  placed  at  the  calf  to  serve  as  the  common  electrode. 
The  common  peroneal  nerve  was  palpated  behind  the 
knee  and  stimulated  with  a 4-5  milliampere  current  until 
the  leg  began  to  twitch.  The  equipment  used  was  Nicolet 
CA  1000.  A stimulus  rate  of  5.4/sec  was  used  with  a 
stimulus  duration  of  200  micro  sec.  An  analysis  time  of 
200  ms  was  used  and  the  signal  was  band  pass  filtered 
with  a high  frequency  filter  of  250  Hz  and  a low  frequency 
filter  of  5 Hz.  The  recording  sensitivity  was  25  microvolt 
and  the  number  of  repetitions  was  1,000. 

Pre-operative  common  peroneal  nerve  somatosensory 
evoked  response  showed  no  significant  change  from  post 
intubation  studies  (Table  I-A).  During  surgery,  a change 
in  latency  and  morphology  of  SER  was  noted  (B  and  C). 
After  thorough  checks  for  possible  causes,  techincal 
factors  were  eliminated  and  hypotension  was  found  to  be 
the  inciting  factor.  Following  blood  pressure  elevation 
and  transfusion  of  2 units  of  packed  cells,  recovery  of 
SER  occurred  (D).  Subsequent  to  this  period  posterior 
stabilization  of  spinous  processes  with  wires  and  methyl 
methacrylate  form  T2-T6  was  performed  with  no  compli- 
cations (Fig.  1,  2,  3).  No  post-operative  neurologic 
sequels  were  noted. 


Figure  1.  Pre-operative  x-ray  film  showing  extensile  lesion  of  right  lung 
adjacent  to  T4-T5  vertebral  bodies.  Marked  destruction  of  75%  of  T4-T5 
bodies  is  seen. 


Figure  2.  Computed  axial  tomography  of  the  thoracic  region  shows 
tumoral  involvement  of  vertebral  body,  lamina,  pedicle  and  adjacent  RIB 
at  T5  level. 


Figure  3.  Post  operative  X-rays  showing  posterior  stabilization  of  spinous 
processes  from  T2  to  T6  with  wire  and  methylmethacrylate  (Radiopaque 
Material),  sparing  tumoral  area. 


Discussion 

This  report  clearly  shows  the  value  of  SER  in  the  intra- 
operative monitoring  of  spinal  cord  function  during 
spinal  surgery.  Once  more,  a direct  correlation  between 
hypotension  and  deterioration  of  SER  was  found.  End 
result  would  have  probably  been  a neurological  catas- 
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trophe  if  SER  was  not  available  in  this  case  and  the 
deleterious  effect  of  hypotension  allowed  to  persist.  It  is 
our  opinion  that  SER  is  an  effective  way  to  improve  end 
results  in  spine  and  spinal  cord  surgery.  This  experience 
should  stimulate  us  as  well  as  other  surgeons  and 
researchers  in  our  community  to  initiate  work  conducive 
to  the  use  of  somatosensory  cortical  evoked  potentials  in 
our  daily  practice. 

Resumen:  El  primer  caso  reportado  en  Puerto  Rico  en 

donde  potenciales  somatosensoriales  evocados  en  la 
corteza  cerebral  para  el  “monitoreo”  intraoperatorio  de 
cirugía  de  columna  vertebral  ha  sido  presentado.  Potencia- 
les evocados  del  nervio  común  peroneal  fueron  medidos  en 
este  procedimiento  de  alto  riesgo.  El  procedimiento 
consistió  en  la  estabilización  de  la  columna  vertebral  torá- 
cica que  estaba  seriamente  debilitada  por  envolvimiento 
tumoral  de  los  cuerpos  vertebrales  T4  y T5.  Se  encontró  una 
correlación  directa  entre  hipotensión  y deterioro  de  SER. 

La  importancia  de  SER  en  el  “monitoreo”  intraopera- 
torio de  la  función  del  cordón  espinal  es  enfatizada  con  este 
reporte.  Es  la  intención  de  los  autores  estimular  el  diseño  de 
ensayos  clínicos  que  conduzcan  al  uso  de  SER  en  nuestra 
práctica  diaria  para  poder  mejorar  ios  resultados  finales  en 
procedimientos  quirúrgicos  de  columna  vertebral  y cordón 
espinal. 
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ARTICULOS  ESPECIALES 


Pain  and  Suffering  Revised 


Pain  and  suffering  are  distinct  and  yet  related  feelings. 
Although  both  are  frequently  and  erroneously  con- 
sidered synonymous,  humanity  would  be  better  served  if 
their  differences  and  relatedness  were  well  understood, 
specially  by  those  who  have  the  power  to  relieve,  cure 
and,  above  all,  prevent  pain  and  suffering  from  afflicting 
mankind. 

Pain  may  be  defined  as  a more  or  less  localized  sensa- 
tion of  discomfort,  distress,  or  agony  resulting  from  the 
stimulation  of  specialized  nerve  endings.  To  cite  a few, 
some  common  causes  of  pain  are  migraine  headache,  a 
dental  abscess,  a bone  fracture,  appendicitis,  and 
miocardial  infarction.  Commonly  feared  and  avoided, 
pain  is  sometimes  an  essential  ingredient,  like  the  pain  of 
childbirth  which  is  the  herald  of  maternity.  By  making 
us  aware  of  the  excesses  of  the  elements  like  heat,  cold  or 
pressure  it  protects  our  body  from  physical  harm. 
Although  pain  is  a physical  sensation,  the  mind 
modulates  its  perception.  It  is  usually  classified  by  its 
intensity  and  localization.  Its  duration  may  be  acute  or 
chronic,  but  usually  mitigates  or  ceases  with  the  removal 
or  blockade  of  the  noxious  stimulus  by  surgery,  pharma- 
cological treatment  or  the  healing  power  of  the  mind. 

Suffering,  on  the  other  hand,  is  the  state  of  severe 
distress  associated  with  events  that  threaten  the 
intactness  of  the  person’s  internal  or  external  environ- 
ment. Although  mainly  perceived  by  the  psyche,  it  may 
have  physical  manifestations,  as  occurs  in  phychosomatic 
illnesses.  Injuries  to  the  integrity  of  the  person  that  cause 
suffering  may  be  expressed  by  sadness,  anger,  aggressive- 
ness, loneliness,  depression,  grief,  melancholy,  rage, 
withdrawal,  or  yearning.’  We  all  recognize  certain 
injuries  that  almost  invariably  cause  suffering:  the  death 
or  distress  of  loved  ones,  physical  agony,  torture,  power- 
lessness, helplessness,  hopelessness,  the  loss  of  a life’s 
work,  betrayal,  isolation,  homelessness,  and  fear.  Each 
touches  features  common  to  all  of  us,  yet  each  contains 
features  that  must  be  defined  in  terms  of  a specific  person 
at  a specific  time.  All  the  aspects  of  personhood-the  self 
and  the  family’s  lived  past,  culture  and  society,  roles, 
associations  and  relationships,  the  body,  the  unconscious 
mind,  the  political  being,  the  secret  life,  the  perceived 
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future  and  the  transcendent  dimension  are  susceptible  to 
damage  and  loss,  thus  are  potential  sources  of  suffering.’ 
If  we  acknowledge  that  health  is  a bio-psycho-social  well 
being,  when  any  of  its  components  is  affected  the  equili- 
brium is  altered  causing  pain  and  suffering.  Social  disease 
manifested  by  poverty,  hunger,  crime,  fear  of  war,  and 
liberty  deprivation  is  equal  or  perhaps  greater  than 
biological  or  psychological  illness  as  a cause  of  suffering 
to  man  on  this  planet.  Depression  and  addiction  to 
tobacco,  alcohol  and  drugs  as  a consequence  of  stress  are 
the  hallmark  of  suffering  in  modern  society.  The  sublime 
feeling  of  love  may  also  be  a cause  of  suffering  for  the 
human  being. 

The  art  of  healing  had  its  origin  and  later  evolved 
precisely  as  a consequence  of  mankind’s  desperate  need 
for  relief  and  cure  from  pain  and  suffering.  A healer  is 
someone  who  has  the  power  to  restore  health  or  sound- 
ness, who  causes  a cure  or  recovery,  who  smoothes  over 
or  resolves,  who  frees  from  grief  or  worry. ^ Tradition  has 
invested  in  healers,  primitive  or  modern,  the  task  of 
curing  pain  and  suffering.  Although  there  are  many 
professional  healers  of  the  body  and  the  mind,  the  self, 
often  ignored,  is  the  most  exquisite  of  all.  Perhaps  there  is 
some  truth  in  Napoleon’s  comment  on  board  of  the  SS 
Northumberland  while  he  travelled  sick  to  his  prisión  in 
St.  Helena.  “Healer”,  he  said  to  his  doctor,  “our  body  is  a 
machine  for  the  purpose  of  life,  it  is  organized  to  that  end, 
that  is  its  nature.  Leave  the  life  there  at  its  ease;  help  it  to 
take  care  of  itself  and  it  will  do  better  than  if  you  paralize 
it  by  loading  it  with  unnecessary  medication”.^  Unfor- 
tunately, in  the  healing  process,  healers  many  times  inflict 
pain  and  suffering.  Politicians  and  law  makers  are  very 
seldom  aware  that  they  should,  above  all,  be  social 
healers  and  prevent  suffering. 

Is  there  a justification  for  all  the  pain  and  suffering  on 
this  earth?  It  has  been  said  that  the  achievement  of 
happiness  by  man  is  an  utopia.  Perhaps  the  banishment 
of  pain  and  suffering  induced  by  man  upon  himself  and 
others  is  a better  goal. 
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Este  es  el  caso  de  un  varón  de  una  semana  de  nacido,  producto  de  un  embarazo  a término  y sin 
complicaciones.  Su  peso  fue  adecuado  para  la  edad  gestacional  y tuvo  una  puntuación  Apgar 
de  8 y 9.  Al  día  siguiente  se  apareció  un  soplo  cardíaco  y desarolló  una  leve  taquipnea.  Luego 
demostró  dificultad  para  chupar,  la  taquipnea  aumentó  y se  observó  desaturación  discreta, 
evidente  en  piel  y mucosas. 

Al  momento  de  la  evaluación  por  el  servicio  de  Cardiología  Pediátrica  se  apreciaba  un  neonato 
bien  desarrollado,  con  cianosis  mínima  en  labios  y uñas,  angustia  respiratoria  moderada  y 
taquicardia  del  1 80/min.  Había  un  soplo  tarde  en  sístole  o diastólico  en  el  apex,  de  baja  tonalidad 
y no  muy  fácil  de  oir.  El  primer  sonido  (S,)  era  suave,  el  (Sj)  tenía  un  desdoblamiento  normal  y un 
componente  pulmonar  (Pj)  acentuado.  El  hígado  se  palpaba  2cm.  bajo  el  reborde  costal  derecho  y 
los  pulsos  periféricos  de  las  extremidades  eran  de  escasa  amplitud. 

El  ECG  demostraba  hipertrofia  ventricular  derecha  y en  la  radiografía  de  tórax  era  evidente  la 
congestión  venosa  pulmonar  y una  silueta  cardíaca  de  tamaño  normal. 

A continuación  se  ilustran  tres  vistas  del  angiocardiograma  que  se  le  hizo  a los  4 días  de  edad. 


Figura  2.  a)  Atriograma  atrial  izquierdo.  Puede  apreciarse  el  ventrículo 
izquierdo  (VI)  en  diastole,  b)  Más  adelante  en  el  cineangiogrania  donde 
puede  observarse  ya  la  aorta  (Ao)  opaciFicada.  I.a  intensidad  del  material 
de  contraste  sigue  siendo  mayor  en  el  atrio. 

Hospital  Pediátrico  Universitario,  Departamento  de  Pediatría,  Sección 
de  Cardiología  Pediátrica,  Recinto  de  Ciencias  Médicas,  Universidad  de 

Puerto  Rico  ¿CUAL  ES  SU  DIAGNOSTICO? 
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Estenosis  Mitral  Congénita 

La  estenosis  mitral  congénita  (EMC)  es  relativamente 
poco  frecuente,  sobretodo  en  su  forma  '"‘slada.  Nadas 
reporta  una  incidencia  de  1.2%  en  pacie.  on  cardio- 
patías  congénitas.' 

El  aparato  mitral  consta  de  cuatro  componentes:  el 
anillo  mitral,  las  valvas  (anterior  y posterior),  las 
cuerdas  tendíneas  y los  músculos  papilares.  Para  que  la 
válvula  mitral  pueda  realizar  su  función  primordial, 
permitir  el  paso  ininterrumpido  del  retorno  venoso 
pulmonar  de  el  atrio  al  ventrículo  izquierdo  y proveer  un 
cierre  efectivo  del  tracto  de  entrada  ventricular  izquierdo 
durante  la  sístole,  necesita  de  un  funcionamiento 
integrado  y armónico  de  estos  componente. 

La  obstrucción  anatómica  o funcional  del  aparato 
mitral  a cualquier  nivel  interfiere  con  el  paso  del  flujo 
pulmonar  al  ventrículo  izquierdo.  Ello  conlleva  reduc- 
ción del  volumen  y disfunción  ventricular  izquierda, 
isquemia  y disminución  del  débito  cardíaco.  La  presión 
pulmonar  venosa  y del  atrio  izquierdo  se  elevan,  con  la 
consecuente  congestión  venosa  pulmonar.  Estos  factores 
entre  otros  afectan  adversamente  el  intercambio  gaseoso 
pulmonar  manifestándose  clínicamente  con  disneaT 
taquipnea  e hipoxia. 

Las  manifestaciones  clínicas  de  la  EMC  dependerán 
principalmente  del  grado  de  obstrucción  que  cause,  así 
como  del  tipo  y severidad  de  la  cardiopatía  asociada.  En 
términos  generales  los  signos  y síntomas  de  la  EMC 
suelen  hacer  su  aparición  poco  después  del  nacimiento  y 
están  estrechamente  relacionados  con  el  cierre  del  ducto 
arterioso  y los  eventos  fisiológicos  arriba  mencionados. 
En  estos  neonatos  junto  con  el  cuadro  clínico  de  insufi- 
ciencia cardíaca  congestiva  e hipoxia  encontramos  un 
precordio  activo  y pulsos  periféricos  disminuidos.  Suele 
haber  un  soplo  diastólico  de  baja  tonalidad  y frecuencia 
en  el  área  apical  que  en  ocasiones  es  muy  difícil  de 
auscultar.  Puede  dominar  la  auscultación  un  soplo 
sistólico  en  el  área  del  apex  cuando  hay  además  insufi- 
ciencia de  la  válvula  mitral.  El  primer  sonido  suele  estar 
disminuido,  y el  componente  pulmonar  del  segundo 
sonido  (Pj)  aumentado  cuando  coexiste  hipertensión 
pulmonar. 

La  EMC  tradicionalmente  se  ha  clasificado  de  acuerdo 
al  componente  mitral  anómalo.  Sin  embargo  en  la 
mayoría  de  los  casos  hay  varios  componentes  del  aparato 
mitral  con  diferente  grado  de  afectación.^  Las  malforma- 
ciones cardíacas  que  con  mayor  frecuencia  acompañan  la 
EMC  son  la  coartación  de  la  aorta  y la  estenosis  aórtica 
valvular.  Además  de  la  EMC  otros  defectos  del  aparato 
mitral  que  ocasionan  obstrucción  al  tracto  de  entrada 
ventricular  izquierdo  lo  son:  la  hipoplasia  o la  atresia 
mitral,  el  anillo  o membrana  supravalvular  mitral  y la 
deformidad  en  paracaídas  de  la  válvula  mitral. 

En  el  cateterismo  cardíaco  los  hallazgos  más  impor- 
tantes son:  discreta  desaturación  sistémica,  hipertensión 
pulmonar  arterial  y presión  pulmonar  venosa  y atrial 
izquierda  elevadas. 

En  el  caso  que  ilustramos  la  presión  pulmonar  arterial 
estaba  significativamente  elevada  (70/50mm  Hg,  y media 
de  60).  En  el  atrio  izquierdo,  el  cual  pudo  entrarse  a través 


de  un  foramen  ovale  patente,  la  presión  en  sístole  era  de 
35mm  Hg  y la  media  de  23mm  Hg  los  cuales  son  valores 
tres  veces  mayores  que  lo  normal.  No  fue  posible 
cateterizar  el  ventrículo  izquierdo  desde  el  atrio,  lo  cual 
suele  poderse  hacer  sin  gran  dificultad.  Obviamente  la 
EMC  impidió  que  ello  se  lograse.  Angiográficamente 
suele  haber  un  atrio  izquierdo  dilatado  y lleno  de  material 
de  contraste  (hasta  el  apéndice  auricular)  con  regurgita- 
ción del  contraste  a las  venas  pulmonares.  El  ventrículo 
izquierdo  casi  siempre  es  de  tamaño  adecuado;  rara  vez  es 
menor  de  70%  de  su  tamaño  normal.  En  los  casos  donde 
lo  está,  no  suelen  sobrevivir  el  período  neonatal  y se  les 
considera  variantes  del  síndrome  de  corazón  hipoplásico 
izquierdo.^’  ^ En  nuestro  caso  el  atrio  izquierdo  es  de 
tamaño  normal  (figura  1)  pero  lo  atribuimos  a la  corta 
duración  de  la  obstrucción  a la  salida  del  atrio  izquierdo 
(4  días)  ya  que  sabemos  que  la  obstrucción  a nivel  mitral 
no  tiene  consecuencias  hemodinámicas  hasta  que  se 
instaura  la  circulación Vx-«/ero.  La  presencia  de  una 
foramen  ovale  patente  por  donde  puede  “descompri- 
mirse” el  atrio  izquierdo  y una  EMC  moderadamente 
severa  son  otras  razones  para  explicar  la  ausencia  de 
agrandamiento  atrial  izquierdo.  En  la  figura  2 puede 
apreciarse  el  anillo  mitral  restrictivo  en  la  parte 
“inferior”  del  atrio,  un  ventrículo  izquierdo  grande  y un 
atrio  izquierdo  completamente  lleno  de  material  de 
contraste  debido  al  vaciado  inadecuado  através  del 
orificio  mitral  estenótico.  El  atriograma  izquierdo  rara 
vez  podrá  proveer  detalles  anatómicos  con  relación  a los 
mecanismos  de  soporte  del  aparato  mitral  (cuerdas  tendi- 
neas  y músculos  papilares).''  Para  ello  sería  necesario  un 
buen  ventriculograma  izquierdo. 

El  ecocardiograma  bidimensional  es  de  gran  utilidad  y 
confiabilidad  para  evaluar  los  trastornos  del  aparato 
mitral,  especialmente  en  casos  de  estenosis  mitral  por  la 
presencia  de  una  membrana  supravalvular.  En  este 
último  caso  es  particularmente  difícil  el  diagnóstico  por 
angiocardiografía,  a veces  solo  puede  hacerse  en  las 
formas  severas  de  este  tipo  de  estenosis  mitral  congénita. 
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Abstract:  We  report  a patient  with  congenital  cystic 

disease  of  the  lung,  in  whom  surgical  treatment  was  with- 
held. The  cyst  became  infected  requiring  several  days  of 
intravenous  antimicrobial  agents  prior  to  resection. 
Postoperative  course  was  uneventful  and  the  patient  was 
doing  well  about  a year  after  discharge  from  the  hospital. 
Some  lung  cysts  may  be  harmless  and  reversible,  but 
congenital  pulmonary  cysts  should  be  resected  as  soon  as 
possible  in  order  to  avoid  infection  and  other  complications 
that  may  jeopardize  the  life  of  the  patient. 

Congenital  cystic  disease  of  the  lung  is  an  uncommon 
though  not  rare  condition.  Since  its  first  description 
by  Bartholinus  in  1687'  many  cases  have  been  reported  in 
the  literature. 

There  has  been  a great  deal  of  confusion  regarding 
diagnosis,  treatment  and  prognosis  of  this  condition 
based  upon  the  fact  that  differentiation  between  conge- 
nital and  acquired  disease  is  difficult,  more  so  when  the 
cyst  is  detected  after  infancy. 

We  present  an  infant  who  developed  an  infection  of  a 
lung  cyst  in  whom  surgery  was  withheld  initially. 

Case  Presentation 

A female  infant  was  born  to  a twenty-one  year-old 
gravida  3,  para  1,  abortus  2 mother  after  38  weeks  of 
uneventful  pregnancy  by  spontaneous  vaginal  delivery 
without  complications.  The  birth  weight  was  2,900  g and 
she  went  home  2 days  later  doing  well  until  one  month  old 
when  she  was  hospitalized  for  2 days  due  to  acute  gastro- 
enteritis. After  discharge  she  was  well  until  the  age  of  two 
months  when  she  developed  an  upper  respiratory 
infection  characterized  by  coryza  and  was  seen  by  her 
physician  who  prescribed  an  oral  decongestant.  Several 
days  later  she  developed  high  grade  fever  and  was 
admitted  to  our  hospital. 

On  physical  examination,  the  temperature  was  39°C, 
respiratory  rate  50/min  and  breath  sounds  were  slightly 
decreased  in  the  right  lower  lobe.  Otherwise,  the 
examination  was  unremarkable.  The  white  blood  cell 
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count  was  23,700  with  52  segmented,  9 bands,  39  lympho- 
cytes and  toxic  granulations.  Blood  culture  was  sterile. 
Counterimmune  electrophoresis  examination  of  the  urine 
for  Pneumococcus  and  H.  Influenza  was  negative.  Chest 
roentgenograms  showed  a well  circumscribed  shadow  in 
the  right  lower  lobe  (Fig.  1).  The  infant  was  treated  with 
nafcillin,  100  mg/kg/day  and  gentamycin,  5 mg/kg/day 
by  the  intravenous  route.  Two  days  later  she  was  afebrile 
and  without  respiratory  distress.  On  the  eighth  day  of 
treatment,  a follow-up  roentgenogram  revealed  total 
opacification  of  the  right  lower  lobe  consistent  with  a 
pneumonic  process  (Fig.  2).  On  the  twentieth  day  a right 
lower  (lobe)  lobectomy  was  done.  Twenty-five  ml  of  pus 
were  drained  from  cyst  but  no  culture  was  done.  Patholo- 
gically the  lesion  consisted  of  a cyst  lined  by  columnar 
ciliated  mucus  secreting  epithelium.  After  surgery,  chest 
roentgenogram  showed  good  aeration  of  left  lung,  right 
upper  lobe  and  right  middle  lobe.  She  was  discharged  on 
the  twenty-eighth  day  and  was  doing  well  almost  one  year 
after  surgery. 


i-'igure  1.  Two  month  old  female  infant.  Thin-walled  radiolucency, 
approximately  3 cm  in  diameter,  is  seen  in  the  right  lower  lobe. 
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Figure  2.  Total  opacification  of  RLL. 


Discussion 

Congenital  bronchial  cysts  or  congenital  pulmonary 
cysts  have  been  classified  by  some  as  part  of  a more 
generalized  lung  condition  labeled  “Cystic  Disease  of  the 
Lung”  that  includes  other  entities  such  as:  bronchogenic 
cysts,  congenital  lobar  emphysema,  congenital  cystic 
adenomatoid  malformation  and  pulmonary  sequestra- 
tion where  the  hallmarks  are  multiple  or  single  cystic 
lesions  located  anywhere  within  the  thorax.  In  the  past, 
several  of  these  conditions  were  included  under  one  term 
and  in  other  cases  several  different  names  were  used  for 
one  type  of  lesion.  Some  of  the  labels  used  were:  honey- 
comb lung,  cystic  hamartomas  of  the  lung,  cystic  bron- 
chiectasis, solitary  cyst  and  so  forth. ^ 

All  these  conditions  are  thought  to  be  congenital.  It  has 
been  postulated  that  bronchial  cysts  result  from  a 
abnormality  of  budding  or  branching  of  the  tracheobron- 
chial tree  during  its  embryologic  development  at  the  stage 
of  terminal  bronchiolar  or  early  alveolar  formation. 
These  lesions,  as  a rule  do  not  communicate  with  the 
bronchial  tree  until  they  become  infected.  Infections 
eventually  occur  in  75%  of  cases.  Communication 
between  the  cyst  and  the  tracheobronchial  tree  associated 
with  a check-valve  mechanism  may  result  in  expiratory 
obstruction,  expansion  of  the  cyst,  compression  atelec- 
tasis, shifting  of  the  mediastinum,  cardiorespiratory 
embarrassment  and  even  death.'*  In  the  roentgenogram 
the  cysts  may  appear  as  a sharply  circumscribed,  solitary, 
round  or  oval  shadows  usually  located  in  the  middle  third 
of  the  lungs. 

There  are  other  cystic  pulmonary  lesions  that  have  a 
similar  appearance  and  may  be  confused  with  congenital 


pulmonary  cysts.  Pneumatoceles,  bullae  and  absceses 
may  develop  after  pulmonary  infections.^’  ’’  Cysts  may 
be  formed  after  closed  chest  trauma.*  The  distinction 
between  these  acquired  lesions  and  congenital  pulmonary 
cysts  can  be  difficult;  more  so  if  the  congenital  lesion  is 
infected.  An  infected  cyst  and  encapsulated  empyema 
may  look  alike.  Pathologically  it  may  be  difficult  to 
classify  the  congenital  lung  cyst  as  not  acquired  because 
chronic  infection  may  render  it  indistinguishable  from 
the  abscess.  Usually,  pulmonary  congenital  cysts  are 
lined  with  ciliated  mucus-producing  respiratory  columnar 
epithelium.  Acquired  cysts  are  lined  with  squamous 
epithelium  and  can  be  differentiated  histologically  by 
these  findings."*’  ’ Unfortunately,  contamination  and 
inflammation  may  destroy  these  helpful  criteria  and  the 
congenital  and  acquired  cysts  become  indistinguishable 
pathologically  and  clinically.  When  tuberculosis  was 
endemic  in  Puerto  Rico  some  of  these  children  were 
erroneously  diagnosed  as  having  chronic  far  advanced 
persistent  pulmonary  tuberculosis.'® 

Why  is  it  useful  to  establish  a distinction  between 
acquired  and  congenital  cysts?  Acquired  cystic  lesions  are 
much  more  common  and  spontaneous  resolution  is 
expected.  Small,  symptomless  cysts  discovered  by  an 
incidental  chest  roentgenogram  and  pneumatoceles 
which  follow  in  the  aftermath  of  pneumonia,  may  be 
treated  expectantly  by  periodic  examinations  and  not 
uncommonly,  these  lesions  regress  spontaneously.  On 
the  other  hand,  spontaneous  regression  of  congenital 
pulmonary  cystic  lesions  is  rare."  In  many  patients  with 
infected  congenital  cysts,  chest  drainage  has  been 
performed  on  the  basis  of  a diagnosis  of  empyema  and 
abscess;  but  obliteration  of  the  cyst  did  not  occur. 
Another  concern  is  the  possibility  that  congenital  cysts  of 
the  lung  might  be  precursors  of  carcinoma  of  the  lung  in 
adult  life.'^  Therefore,  excision  is  the  treatment  of  choice 
for  congenital  lung  cysts. 

Conclusion 

If  a diagnosis  of  congenital  lung  cyst  is  made,  elective 
lobectomy  should  be  considered  the  treatment  of  choice. 
If  the  cyst  is  left  untreated,  or  just  drained,  infection, 
abscess  formation,  recurrent  pneumonia,  pleuro-pulmonary 
fistulae  and  cyst  expansion  with  suffocation  may  be 
encountered.  These  complications  are  more  likely  to  be 
associated  with  large,  symptomatic  cysts. '*’  ’ 
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Editor's  Note 

In  the  Cases  in  Pulmonology  published  in  January  1986,  Vol.  78:20 

(first  line)  it  should  read:  “supplementary  oxygen  and  furosemide” 
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Iglesia  a Nuestra  Señora  en  Miramar,  Santurce,  Diseñada  por 
el  famoso  arquitecto  Antonin  Nechodoma  más  tarde  se 
convirtió  en  la  “Union  Church  La  estructura  se  encuentra 
localizada  donde  hoy  en  día  es  la  esquina  de  la  avenida 


Miramar  y Ponce  de  León. 
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During  the  last  eight  years,  scientific  research  has 
been  conducted  to  explore  the  beneficial  role  of  fish 
and  fish  oils  in  human  nutrition.  Much  of  this  research 
has  focused  on  the  omega-3  fatty  acids,  which  are  a 
unique  component  of  fish  and  fish  oils. 

This  article  will  review  the  role  of  omega-3  fatty  acids 
in  human  nutrition  as  well  as  the  recent  research  and 
theories  exploring  the  positive  health  effects  of  omega-3 
fatty  acids.  These  include  reducing  the  risk  factors  for 
atherosclerosis  and  providing  protection  against  immu- 
nologic reations.  Also,  the  essentiality  and  dietary  levels 
of  omega-3  fatty  acids  needed  to  produce  protective 
effects  will  be  addressed. 

Omega-3  Fatty  Acids 

The  recent  interest  in  fish  oils  began  to  blossom  after 
two  Dutch  scientistis,  Dyerberg  and  Bang,  proposed  that 
the  relative  lack  of  atherosclerotic  diseases  among 
Greenland  Eskimos  was  the  result  of  their  high  intake  of 
fish  oils.'  These  oils  contain  an  unusual  class  of  polyunsa- 
turated fatty  acids  known  as  the  omega-3  fatty  acids.  The 
name  reflects  their  chemical  structure  in  which  the  first 
double  bond  is  located  three  carbons  from  the  terminal 
(omega)  end  of  the  molecule. 

These  can  be  contrasted  with  the  omega-6  fatty  acids 
which  have  their  first  double  bond  on  the  sixth  carbon 
from  the  omega  end.  The  omega-6  fatty  acids  are  the  class 
of  polyunsaturated  fatty  acids  which  are  found  in  most 
vegetable  oils  (for  example,  linoleic  acid). 

The  two  most  common  omega-3  fatty  acids  in  fish  oils 
are  eicosapentaenoic  acid  (EPA)  and  docosahexaenoic 
acid  (DHA).  The  former  fatty  acid  contains  20  carbons 
with  5 double  bonds,  whereas  the  latter  contains  22 
carbons  with  6 double  bonds. 
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The  Other  member  of  this  family  of  omega-3  fatty  acids 
is  linolenic  acid  (18  carbons;  3 double  bonds).  It  is  not 
found  in  fish  oils  but  in  soybean  oil  and  green,  leafy 
vegetables  and  is  the  major  fatty  acid  in  linseed  oil. 

Linolenic  acid  can  be  converted  into  both  EPA  and 
DHA  in  the  human  body  but  the  conversion  is  quite  slow, 
especially  when  large  amounts  of  linoleic  acid  are  also 
present.  Linolenic  acid  and  linoleic  acid  (which  is 
converted  to  the  omega-6  fatty  acid  arachidonic  acid) 
compete  for  the  same  enzyme  systems  in  the  body. 
Omega-6  and  omega-3  fatty  acids  are  not  interconver- 
tible in  the  body’s  metabolic  pathways,  thus  a dietary 
source  of  each  may  be  necessary.^ 

These  fatty  acids  are  used  to  synthesize  prostaglandins, 
important  local,  chemical  mediators  that  control  many 
physiological  and  biochemical  functions.  A variety  of 
different  types  of  prostaglandins  are  produced  in  the 
body,  depending  on  the  substrate  available  (EPA  or 
arachidonic  acid),  and  recent  research  indicates  that  diet 
can  influence  this  process.  Thus,  a significant  increase  in 
dietary  omega-3  fatty  acids  can  alter  the  synthesis  of 
certain  prostaglandins  which  appear  to  impact  on  a 
number  of  human  diseases,  such  as  atherosclerosis.^ 

Atherosclerotic  Disease 

Dyerberg  and  Bang  reported  that  Eskimos  eating  a 
marine-based  diet  had  low  plasma  cholesterol  and  trigly- 
ceride (TG)  levels,  some-what  prolonged  bleeding  times 
and  very  little  heart  disease  or  stroke.'  This  led  investiga- 
tors at  the  Oregon  Health  Sciences  University  to  begin 
controlled  studies  on  the  effects  offish  oils  on  risk  factors 
associated  with  atherosclerosis.^ 

In  one  study,  seven  volunteers  with  normal  blood  lipid 
levels  were  fed  diets  in  which  all  the  fat  was  derived  from 
salmon  or  vegetable  (corn/safflower)  oil  (100-120 
gm/day).  Plama  cholesterol  levels  were  lowered  by  1 1% 
by  both  of  these  diets,  whereas  triglyceride  levels  fell  only 
on  the  fish  oil  diet  (33%).'*  Subsequent  studies  using 
twenty  hypertriglyceridemic  patients  resulted  in  decreases 
in  plasma  TG  levels  (up  to  '79%)  with  about  25%  of  the 
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calories  as  fish  oil  (60-70  gm/day).^  Thus,  fish  oils  rich  in 
omega-3  fatty  acids  appear  to  be  hypolipidemic. 

The  mechanism  of  this  hypolipidemic  effect  has  been 
examined  in  several  studies,  most  of  which  indicate  that 
omega-3  fatty  acids  appear  to  inhibit  hepatic  TG 
synthesis.^’  ’ However,  the  molecular  mechanisms 
involved  are  not  yet  know.  The  recent  demonstration  that 
omega-3  fatty  acids  can  alter  enzyme  activity  when 
incorporated  into  cell  membranes  is  one  mechanism  that 
is  being  studied.* 

Platelet  Function 

The  increased  bleeding  times  and  decreased  platelet 
adhesiveness  seen  in  Eskimos  has  also  been  reproduced 
by  feeding  fish  oils  in  controlled  clinical  trials.  In  another 
study  from  Oregon,  bleeding  times  increased  from  6.75  to 
10  minutes  in  subjects  taking  40%  of  their  calories  as 
salmon  oil  ( 100  gm/day).’  Lower  intakes  of  omega-3-rich 
oils  (20-40  mg/day)  were  also  shown  to  prolong  bleeding 
times.*  However,  in  no  studies  have  undesirable  bleeding 
been  reported  because  the  prologed  bleeding  time  is  still 
within  the  normal  range. 

These  platelet  effects  are  probably  the  result  of  altera- 
tions in  prostaglandin  synthesis  in  the  presence  of  omega-3 
fatty  acids.’®  There  are  two  major  prostaglandin-like 
compounds  that  influence  platelet  reactivity — thromboxane 
Aj  and  prostacyclin.  The  former  causes  platelets  to 
aggregate;  the  latter  is  a potent  antiaggregator.  The 
balance  between  these  two  influences  how  readily 
platelets  will  stick  together.  EPA  and  DHA  inhibit  the 
formation  of  thromboxane  A2  more  so  than  they  inhibit 
prostacyclin  activity.  Thus,  the  omega-3  fatty  acids  tend 
to  be  antiaggregatory. 

Ischemic  Damage 

Omega-3  fatty  acids  have  also  been  shown  to  reduce 
the  inevitable  damage  which  follows  the  interruption  of 
blood  flow  to  a tissue  (ischemia).  When  a vessel  in  the 
heart  is  blocked,  the  result  is  a heart  attack;  in  the  brain,  a 
stroke  results.  In  animal  studies,  fish  oil-rich  diets 
reduced  tissue  destruction  when  a vessel  was  tied  off  and 
blood  flow  stopped.”’  ’*  For  example,  in  dogs  with 
blocked  coronary  arteries,  25%  of  the  left  ventricle  was 
damaged  in  the  control  dogs,  whereas  only  3%  of  the 
muscle  was  damaged  in  the  animals  fed  omega-3  fatty 
acids.” 

One  potential  mechanism  to  explain  these  effects  on 
blood  flow  (as  well  as  the  reduced  incidence  of  clinical 
atherosclerosis  in  fish-eating  populations)  is  a decrease  in 
blood  viscosity.  Omega-3  fatty  acids,  when  incorporated 
into  a cell  membrane,  make  that  membrane  more  fluid, 
more  deformable.  Studies  have  shown  that  dietary  fish 
oils  can  produce  a 15%  reduction  in  whole  blood 
viscosity. The  presence  of  omega-3  fatty  acids  in  the 
blood  cells  apparently  enables  them  to  squeeze  through 
constricted  capillaries  more  easily  and  keep  the  tissues 
supplied  with  oxygen. 

Hypertension 

In  addition  to  its  hypolipidemic  effects,  fish  oils  have 
also  been  reported  to  lower  blood  pressure.  Singer,  et  al.. 


from  Germany  found  that  2 weeks  of  a diet  rich  in  canned 
mackerel  (8  oz/day)  lowered  blood  pressure  from  128/80 
to  113/73  mmHg  in  15  normal  volunteers.’*  Further 
research  is  needed  in  order  to  confirm  that  omega-3  fatty 
acids  can  significantly  affect  blood  pressure. 

The  fish  oils  appear  to  be  a dietary  component  that  can 
lower  lipid  levels,  reduce  platelet  stickiness,  increase 
blood  fluidity,  prevent  ischemic  damage  and  possibly 
lower  blood  pressure.  They  clearly  have  antiatherogenic 
potential. 

Immune  Function 

A seemingly  unrelated  effect  of  diets  rich  in  omega-3 
fatty  acids  is  that  they  can  help  protect  the  body  when  its 
immune  system  begins  to  attack  its  own  tissues,  such  as  in 
rheumatoid  arthritis  and  lupus  erythematosus.  Resear- 
chers at  Harvard  have  shown  in  two  different  animal 
models  of  autoimmune  diseases  that  omega-3  fatty  acids 
helped  prevent  kidney  destruction  and  prolong  life.”’  ’* 
In  one  study,  98%  of  the  mice  fed  the  control  diet  (beef 
tallow)  had  died  of  severe  renal  disease  by  19  months  of 
age,  whereas  only  15%  of  the  fish  oil-treated  group  were 
thus  affected.”  They  also  found  that  if  mice  were  started 
on  the  fish  oil  diet  as  late  as  four  to  five  months  of  age 
(instead  of  at  weaning),  they,  too,  were  protected. 

In  many  respects,  migraine  headaches  appear  to  be 
immunologic  reactions.”  In  this  regard,  it  is  interesting 
to  note  the  results  of  a recent  preliminary  trial  using 
omega-3  fatty  acids  to  treat  refactory  migraines.^®  Six 
chronic  migraine  sufferers  were  given  20  gm  of  fish  oil 
each  day  in  a double-blind,  placebo-controlled  study. 
Significant  headache  relief  was  found  with  fish  oil  in  five 
of  the  six  patients. 

The  possible  mechanisms  to  explain  this  apparent 
protection  against  kidney  disease  and  migraine  heada- 
ches may  lie  in  the  ability  of  omega-3  fatty  acids  to  change 
the  balance  of  prostaglandins  and  leukotrienes  (powerful 
mediators  of  inflammation  and  immune  response).’®’  ’* 

Are  Omega-3  Fatty  Acids  Essential  Nutrients? 

The  essentiality  for  humans  of  omega-3  fatty  acids  has 
long  been  disputed.  Because  linolenic  acid  could  cure 
only  some  of  the  symptoms  of  essential  fatty  acid 
deficiency,  it  was  not  regarded  as  a human  dietary  essen- 
tial.^ However,  as  analytical  techniques  have  become 
more  refined,  large  amounts  of  DHA  have  been  detected 
in  the  brain,  retina  and  sperm,^’  suggesting  that  omega-3 
fatty  acids  may  be  essential  components  of  the  diet. 

Recently,  Neuringer,  et  al.,  have  shown  that  young 
rhesus  monkeys  whose  mothers  were  fed  diets  deficient  in 
omega-3  fatty  acids  during  pregnancy  had  significantly 
reduced  visual  acuity. This  was  the  first  indication  that 
physiological  deficits  result  from  an  omega-3  fatty  acid 
deficiency  in  primates.  Whether  behavior  problems  due 
to  omega-3  fatty  acid  deficiency  during  brain  growth  also 
develop  in  these  monkeys  is  the  object  of  continuing 
research. 

Do  human  infants  also  need  omega-3  fatty  acids? 
Although  the  answer  to  that  question  is  not  yet  known,  it 
is  known  that  human  milk  contains  linolenic  acid,  EPA 
and  DHA  and  that  dietary  fish  oil  elevates  the  concen- 
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tration  of  omega-3  fatty  acids  in  mothers’  milk.^^  Since 
brain  cells  contain  large  amounts  of  DHA  and  cell 
growth  continues  until  about  six  months  postpartum,  it  is 
possible  that  the  development  of  brain  tissue  could  be 
facilitated  by  increasing  the  intake  of  omega-3  fatty  acids. 
Indeed,  the  need  for  omega-3  fatty  acids  in  infant 
formulas  should  be  carefully  evaluated. 

Effective  Dietary  Levels 

Omega-3  fatty  acids  appear  to  have  a variety  of  effects 
upon  the  human  body.  To  what  extent  can  these  be 
influenced  by  diet  alone?  Does  one  need  to  take  several 
ounces  of  fish  oil  daily  or  can  increasing  the  frequency  of 
fish  intake  provide  these  effects? 

In  a dose-response  study  in  eleven  hypertriglyceri- 
demic  patients,  fish  oil  fed  at  40,  25  and  15  ml/day  over 
three  6-week  periods  produced  a significant  fall  in  plasma 
cholesterol  and  a 50%  decrease  in  TG  levels.  Fifteen 
ml/day  was  nearly  as  effective  as  the  40  ml  dose.^'*  Ten  ml 
of  fish  oil  daily  significantly  lowered  plasma  TG  levels 
over  25%  (from  178  to  129  mg/dl)  in  men  with  peripheral 
artery  disease.'^  An  equivalent  amount  of  omega-3  fatty 
acids  is  found  in  about  one-half  to  1 ‘/j  pounds  of  high-fat 
fish,  like  salmon,  mackerel  or  trout,  and  in  about  two  to 
three  pounds  of  the  low-fat  white  fishes  like  cod  or 
flounder.^ 

In  addition  to  the  Eskimos,  fish  consumption  is  high  in 
many  Japanese  Villages.  Kobayaski,  et  al.,  reported  that 
fish  intake  averaged  250  gm/day  (or  8.8  oz;  2.5  gm  EPA) 
in  a fishing  village  compared  to  90  gm/day  (or  3 oz;  0.9 
gm  EPA)  in  a farming  community.  Platelet  studies 
showed  reduced  platelet  aggregation  in  the  fishing 
villagers.  In  addition,  blood  viscosity  was  lower  among 
the  fishermen. Thus,  this  study  implies  that  beneficial 
effects  (such  as  reduced  platelet  aggregation)  can  be 
obtained  by  large  daily  intakes  of  high-fat  fish. 

A recent  report  from  the  Netherlands  indicated  that 
the  20-year  mortality  from  coronary  heart  disease  was 
reduced  by  50%  in  those  men  consuming  at  least  30  gm  of 
low-fat  fish  per  day  (less  than  0.3  gm  of  omega-3  fatty 
acids).  This  relationship  persisted  even  after  controlling 
for  the  other  major  risk  factors  for  heart  disease. Since 
the  daily  consumption  of  1 oz.  of  high-fat  fish  (providing 
about  1 gm  of  omega-3  fatty  acids).  This  relationship 
persisted  even  after  controlling  for  the  other  major  risk 
factors  for  heart  disease. Since  the  daily  consumption  of 
1 oz.  of  high-fat  fish  (providing  about  1 gm  of  omega-3 
fatty  acids)  over  a short  period  of  time  has  been  shown  to 
produce  only  very  mild  effects  in  1 18  normal  men,^*  there 
may  be  a time/dose-related  effect. 

Summary 

Dietary  fish  oils  rich  in  omega-3  fatty  acids  appear  to 
affect  several  metabolic  systems.  Atherosclerosis  may  be 
retarded  by  the  effects  of  these  fatty  acids  on  plasma  lipid 
levels,  platelet  function,  blood  flow  and  hypertension. 
The  immune  system  may  be  desensitized  and  migraine 
headaches  managed.  Well-controlled  clinical  trials  using 
lower  quantities  of  omega-3  fatty  acids  are  needed  in  the 
areas  of  atherosclerosis,  immunology  and  prostaglandin 


metabolism.  Omega-3  fatty  acids  may  even  be  shown  to 
be  essential  nutrients  as  further  studies  examine  the  many 
and  varied  effects  of  these  unusual  dietary  fatty  acids. 

References 

1.  Dyerberg  J,  Bang  JO,  Stofferson  E,  Moneada  S,  Vane  JR:Lancet 
2:117,  1978 

2.  Tinoco  J,  Babock  R,  Hincenbergs  I,  et  al:  Lipids  14:166,  1979 

3.  Goodnight  SH,  Harris  WS,  Connor  WE,  Illingworth  DR: 
Arteriosclerosis  2:87,  1982 

4.  Harris  WS,  Connor  WE,  McMurry  MP:  Metabolism  32:179,  1983 

5.  PhilBpson  BE,  Rothrock  DW,  Connor  WE,  Harris  WS,  Dlingworth  DR: 
N Eng  J Med  312:1210,  1985 

6.  Harris  WS,  Connor  WE,  Illingworth,  DR,  Foster  DM:  Clin  Res 
32:560a,  1984 

7.  Harris  WS,  Connor  WE,  Inkeles  SB,  Illingworth  DR:  Metabolism 
33:1016,  1984 

8.  Flier  J,  Lokesh  BR,  Kinsella  JB:  Nutr  Res  5:227,  1985 

9.  Goodnight  SH,  Harris  WS,  Connor  WE:  Blood  58:880,  1981 

10.  Lee  TH,  Hoover  RL,  Williams  JD,  Sperling  Rl,  Ravalese  J, 
Spur  BW,  Robinson  DR,  Corey  EJ,  Lewis  RA,  Austen  KF:  N Eng  J 
Med  312:1217,  1985 

11.  Culp  BR,  Lands  WEM,  Lucchesi  BR,  Pitt  B,  Romson  J: 
Prostaglandins  20:1021,  1980 

12.  Black  KL,  Hoff  JT,  Radin  NS,  Deshmukh  GD:  Stroke  15:65,  1984 

13.  Black  KL,  Culp  B,  Madison  D,  Randall  OS,  Lands  WEM:  Prostagl 
Med  3:257,  1979 

14.  Kobayashi  S,  Hirai  A,  Terano  T,  Hamazaki  T,  Tamura  Y, 
Kumagi  A:  Lancet  2: 197,  1981 

15.  Woodcock  BE,  Smith  E,  Lambert  WH,  Jones  WM,  Galloway  JH, 
Greaves  M,  Preston  FE:  Brit  Med  J 288:592,  1984 

16.  Singer  P,  Jaeger  W,  Wirth  M,  Voigt  S,  Naumann  E,  Zimontkowski 
S,  Hajdu  I,  Goedicke  W:  Atherosclerosis  49:99,  1983 

17.  Prickett  JD,  Robinson  DR,  Steinberg  AD:  Arth  Rheumat  26:133, 
1983 

18.  Kelly  VE,  Ferretti  A,  Izui  S,  Strom  TB:  J Immunol  134:1914,  1985 

19.  Monro  J,  Carini  C,  Brostoff  J:  Lancet  2:719,  1984 

20.  McCarren  T,  Hitzeman  R,  Smith  R,  Kloss  R,  Allen  C,  Blueck  CJ: 
Am  J Clin  Nutr  41:874a,  1985 

21.  O’Brien  JS,  Sampson  EL:  Lipid  Res  545,  1965 

22.  Neuringer  M,  Connor  WE,  Van  Petten  C,  Barstad  L:  J Clin  Invest 
73:272,  1984 

23.  Harris  WS,  Connor  WE,  Lindsey  S:  Am  J Clin  Nutr  40:780,  1984 

24.  Harris  WS,  Rothrock  DR,  Inkeles  SB,  Illingworth  DR,  Connor  WE, 
Goodnight  SH:  Arteriosclerosis  3:479a,  1983 

25.  Kromhout  D,  Bosschieter  EB,  Coulander  CL:  N Eng  J Med 
312:1205,  1985 

26.  Fehily  AM,  Burr  ML,  Phillips  KM,  Deadman  NM:  Am  J Clin  Nutr 
38:349,  1983 


72 


SOCIOS 


ACTIVOS 


Acosta  Estrada,  Alfonso  , MD  - Escuela  de  Medicina 
Universidad  Nacional  de  Bogotá,  Noviembre  30,  1962, 
Medicina  General.  Ejerce  en  Santurce. 

Albino  Albino,  Juan  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Harvard,  Boston,  1977,  Medicina 
Interna.  Ejerce  en  Mayaguez. 

Alvarez  Malavé,  Fernando  L,  MD  - Escuela  de  Medicina 
Universidad  de  Barcelona,  España,  1961,  Medicina 
Interna.  Ejerce  en  San  Juan. 

Amezaga  Gómez,  Angel  Roberto,  MD  - Escuela  de 
Medicina  Universidad  Nacional  Pedro  H.  Ureña, 
República  Dominicana,  1979,  Oftalmología.  Ejerce  en 
Manatí. 

Betancourt  Gómez,  Nicolás,  MD  - Escuela  de  Medicina 
Facultad  Médica  Sevilla,  España,  1978,  Anestesiología. 
Ejerce  en  Hato  Rey. 

Cardona  Campos,  Iván  René,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1963,  Neurocirugía.  Ejerce 
en  Santurce. 

Christenson  Bravo,  Bernard,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1979,  Medicina  Interna. 
Ejerce  en  Bayamón. 

Colón  Ledee,  Edgardo  M.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Cirugía  Plástica. 
Ejerce  en  Santurce. 

Corzo  Meléndez,  Jorge  E.,  MD  - Escuela  de  Medicina 
Zaragoza,  España,  1972,  Medicina  de  Familia.  Ejerce  en 
Río  Piedras. 

Cruz  Ríos,  Hexor  G.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Cirugía  Plástica. 
Ejerce  en  Santurce. 

Del  Toro  Agrelot,  Emilio,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1976,  Cardiología.  Ejerce  en 
Ponce. 

Eabiani  Rodríguez,  Miguel  A.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1980,  Medicina  General.  Ejerce  en  Las  Piedras. 

Fequiere  Gardere,  Charles,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  Nefrología  y Medicina 
Interna.  Ejerce  en  Bayamón. 


NUEVOS 


Fernández  Rosario,  José  Ramón,  MD  - Escuela  de 
Medicina  Granada,  España,  1973,  Medicina  Interna  y 
Nuclear.  Ejerce  en  Santurce. 

Figueroa  Fuentes,  Fernando,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1980,  Obstetricia 
y Ginecología.  Ejerce  en  Caparra. 

González  Hidalgo,  Haydee,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1976,  Medicina  Interna, 
Hematología  y Oncología.  Ejerce  en  Aguadilla. 

Hernández  Barreto,  Julio,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1980,  Dermatología.  Ejerce 
en  Hato  Rey. 

Igaravidez  Orengo,  Yolanda  M,  MD  - Escuela  de 
Medicina  Granada,  España,  1979,  Medicina  General. 
Ejerce  en  Río  Piedras. 

Igartúa  Pontón,  Juan  M.,  MD  - Escuela  de  Medicina 
Zaragoza,  España,  1976,  Cardiología  y Medicina 
Interna.  Ejerce  en  Bayamón. 

Iguína  Mella,  Luis  Enrique,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1977,  Cirugía.  Ejerce  en  Arecibo. 

Látimer  Arsuaga,  Carlos  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Gastroenterología. 
Ejerce  en  Bayamón. 

López  Enriquez,  Reynold  E.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1971,  Cirugía  Oncológica. 
Ejerce  en  Santurce. 

López  López,  Benigno,  MD  - Escuela  de  Medicina 
Valencia,  España,  1972,  Ortopedia.  Ejerce  en  Caguas. 

Marrero  López,  Ernesto  R.,  MD  - Escuela  de  Medicina 
Zaragoza,  España,  Psiquiatría.  Ejerce  en  Bayamón. 

Marrero  Torres,  Luis  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1968,  Medicina  Interna  y 
Gastroenterología.  Ejerce  en  Bayamón. 

Nogueras  Olivieri,  Gloria  M.,  MD  - Escuela  de  Medicina 
Instituto  Politécnico  Nacional  de  México,  1977,  Medicina 
General.  Ejerce  en  Río  Piedras. 

Nogueras  Olivieri,  Marcos  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Granada,  España,  1977,  Medicina 
General.  Ejerce  en  Santurce. 


73 


Socios  Nuevos 


Bol.  Asoc.  Med.  P.  Rico  - Febrero  1986 


Ochoa  Bacallao,  Eduardo,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1980,  Pediatría. 
Ejerce  en  Hato  Rey. 

Pérez  Caballero,  Héctor,  MD  - Escuela  de  Medicina 
Salamanca,  España,  1962,  Psiquiatría.  Ejerce  en  Hato 
Rey. 

Pérez  Orengo,  Víctor  L.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este,  República  Dominicana, 
1977,  Medicina  General.  Ejerce  en  Arecibo. 

Pérez  Sánchez,  Gilberto  MD  - Escuela  de  Medicina  San 
Juan  Bautista,  Hato  Rey,  1982,  Medicina  General.  Ejerce 
en  Hato  Rey. 

Pijém  García,  Jesús  E.,  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1966,  Cardiología. 
Ejerce  en  Hato  Rey. 

Rojas  Rodríguez,  Boris,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1971,  Neurología.  Ejerce  en 
Santurce. 

Tartak  del  Palacio,  Dalel,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981,  Oftalmología.  Ejerce 
en  Manatí. 

Tirado  Gracia,  Raúl,  MD  - Escuela  de  Medicina  Univer- 
sidad de  Salamanca,  España,  1955,  Medicina  General. 
Ejerce  en  Dorado. 

Tirado  Quiñones,  Gilberto,  MD  - Escuela  de  Medicina 
Universidad  de  Barcelona,  España,  1966,  Neurocirugía. 
Ejerce  en  Mayaguez. 


REINGRESOS 


Díaz  Santana,  Eloy,  MD  - Escuela  de  Medicina  Univer- 
sidad de  Sevilla,  España,  1970,  Obstetricia  y Ginecología. 
Ejerce  en  Arecibo. 

López  Matos,  Manuel  E.,  MD  - Escuela  de  Medicina 
Universidad  de  Santo  Domingo,  1959,  Urología.  Ejerce 
en  Fajardo. 

Martínez  de  Hernández,  Nelia  E.,  MD  - Escuela  de 
Medicina  Universidad  de  Salamanca,  España,  1963, 
Medicina  General  Ejerce  en  Río  Piedras. 

Pabón  Sepúlveda,  Héctor  E.,  MD  - Escuela  de  Medicina 
Universidad  Nacional  Autónoma  de  México,  1958, 
Obstetricia  y Ginecología.  Ejerce  en  Sabana  Grande. 

Ramírez  Rodríguez,  Raúl,  MD  - Escuela  de  Medicina 
Santiago  de  Compostela,  España,  1970,  Medicina 
Interna.  Ejerce  en  Río  Piedras. 

Ríos  Mellado,  Luís  R.,  MD  - Escuela  de  Medicina 
Universidad  Central  de  Madrid,  1961,  Psiquiatría.  Ejerce 
en  Hato  Rey. 

Santiago  Plaza,  Juan  José,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1959,  Otorrinolaringología. 
Ejerce  en  Hato  Rey. 

Silva  Iglecía,  Antonio  R.,  MD  - Escuela  de  Medicina 
Universidad  de  Pennsylvania,  1957,  Obstetricia  y 
Ginecología.  Ejerce  en  San  Juan. 


AFILIADO 


Tirado  Manzano,  Javier  L.,  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1983.  Ejerce  en 
Bayamón. 


INTERNOS/RESIDENTES 


Nazario  Lazcano,  Nilsa  Ivette,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1983,  Pediatría. 

Ramos  Ramírez,  Iván  G.,  MD  - Universidad  de  Monterrey, 
México,  1984. 


74 


ptebicoleaitl  iHecieione 


CALIFORNIA  LAW  LIMITING  DAMAGES  IN 
MALPRACTICE  SUITS  IS  CONSTITUTIONAL 


A provision  in  the  California  Medical  Injury  Compen- 
sation Reform  Act  that  limits  the  amount  of  damages  for 
non-economic  losses  to  $250,000  was  constitutional,  the 
California  Supreme  Court  ruled. 

A 34-year-old  patient  employed  by  the  California  State 
Legislature  felt  a brief  pain  in  his  chest  as  he  was  riding 
his  bicycle  to  work  on  February  21,  1976.  He  noticed  a 
similar  brief  pain  the  next  day  while  he  was  jogging,  and 
again  three  days  later  while  walking  after  lunch.  He  made 
an  appointment  with  his  regular  physician,  who  was 
employed  by  an  HMO.  He  was  examined  by  a nurse- 
practitioner,  who  consulted  with  her  physician  consul- 
tant. When  she  returned  to  the  room,  she  advised  him 
that  they  believed  his  pain  was  due  to  muscle  spasm.  The 
physician  prescribed  Valium  and  the  patient  went  home. 

That  night  he  awoke  with  severe  chest  pains.  His  wife 
took  him  to  the  HMO  emergency  room,  where  he  was 
examined  by  a physician.  The  physician  ordered  a chest 
X-ray  and,  on  the  basis  of  his  examination  and  the  X-ray 
results,  the  physician  concluded  that  the  patient  was 
experiencing  muscle  spasms.  He  gave  him  an  injection  of 
Demerol  and  a prescription  for  condeine-containing 
medication. 

The  patient  went  home,  but  continued  to  experience 
intermittent  chest  pain.  About  noon  the  same  day,  the 
pain  became  more  severe  and  constant  and  he  returned  to 
the  HMO  emergency  room.  Another  physician  initially 
believed  that  his  problem  was  of  muscular  origin,  but  he 
directed  that  an  EKG  be  performed.  The  EKG  showed 
that  the  patient  was  suffering  from  an  acute  myocardial 
infarction.  He  was  then  thansferred  to  the  cardiac  care 
unit.  He  returned  to  his  job  part-time  about  seven  months 
later  and  full-time  in  September  1977.  At  that  time  he  had 
been  permitted  to  return  to  virtually  all  of  his  prior 
recreational  activities. 

In  a malpractice  action  againts  the  HMO,  the  patient’s 
expert  witness  testified  that  the  HMO  should  have 
conducted  an  EKG  during  the  patient’s  first  two  visits  to 
his  physician  and  to  the  emergency  room.  He  testified 


that  if  an  EKG  had  been  ordered  at  those  times,  it  could 
have  revealed  the  patient’s  imminent  heart  attack  and 
treatment  could  have  been  administered  that  might  have 
prevented  or  minimized  the  attack.  He  testified  that  a 
large  portion  of  the  patient’s  heart  muscle  had  died, 
reducing  his  life  expectancy  by  about  one-half. 

The  HMO’s  expert  witnesses  indicated  that  an  EKG 
would  not  have  shown  that  a heart  attack  was  imminent 
and  that  because  of  the  severe  disease  in  the  patient’s 
coronary  arteries,  the  heart  attack  could  not  have  been 
prevented  even  if  it  had  been  known  that  it  was  about  to 
occur. 

A jury  found  in  favor  of  the  patient  and  awarded 
$24,733  for  lost  wages,  $63,000  for  future  medical 
expenses,  $700,000  for  wages  lost  in  the  future  as  a result 
of  the  reduction  in  his  life  expectancy,  $500,000  in  non- 
economic damages  for  pain,  suffering,  physical  impair- 
ment and  other  intangible  damages. 

A trial  court  reduced  the  non-economic  damages  to 
$250,000  pursuant  to  the  Medical  Injury  Compensation 
Reform  Act.  The  court  reduced  the  award  for  past  lost 
wages  by  deducting  the  amount  he  had  already  received 
in  disability  payments  and  ordered  the  HMO  to  pay  the 
first  $63,000  of  any  future  medical  expenses  not  covered 
by  the  patient’s  medical  insurance.  The  trial  court  also 
declined  to  order  the  award  for  future  lost  wages  and 
economic  damages  to  be  paid  periodically. 

Affirming  the  decision,  the  California  Supreme  Court 
upheld  the  constitutionality  of  the  limitation  of  non- 
economic damages  in  medical  malpractice  cases  to 
$250,000.  The  provision  was  rationally  related  to  the 
state  objective  of  reducing  the  costs  of  malpractice 
defendants  and  their  insurance  companies  and  did  not 
violate  due  process.  It  did  not  violate  equal  protection 
rights  on  the  ground  that  it  discriminated  between 
medical  malpractice  victims  and  other  tort  victims,  the 
court  said. 

Further  the  court  said  thata  an  additional  provision  of 
the  Act  that  modified  the  collateral  source  rule  was  not 
unconstitutional.  Under  the  collateral  source  rule, 
payments  by  third  parties  such  as  medical  insurance  or 
disability  benefits  could  not  be  considered  by  a jury  in 
calculating  a patient’s  damages.  Under  the  Act,  payments 
received  from  collateral  sources  could  be  considered  in 
calculating  damages. — Fein  v.  Permanent  Medical  Group, 
695  P.2d  665,211  Cal.Rptr.  368  (Cal.Sup.Ct.,  Feb.  28, 
1985) 
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PSYCHIATRIST  NOT  LIABLE  FOR 
PATIENT’S  SUICIDE 


A psychiatrist  was  not  liable  for  conscious  suffering  or 
wrongful  death  of  a patient  who  committed  suicide,  the 
highest  court  of  Massachusetts  ruled. 

The  patient  began  to  see  the  psychiatrist  in  November 
1973,  and  continued  to  see  him  until  about  February  16, 
1975,  when  the  patient  committed  suicide.  The  psychi- 
atrist diagnosed  the  patients  as  a manic-depressive 
psychotic  and  formed  the  opinion  that  the  patient  was 
“potentially  suicidal”.  The  psychiatrist  thought,  however, 
that  the  patient  had  a defense  mechanism  that  rendered 
him  less  able  to  take  decisive  action  as  his  predicament 
worsened.  Furthermore,  the  psychiatrist  thought  that  he 
had  a “solid  pact”  with  the  patient  that  the  patient  would 
contact  him  if  he  felt  suicidal. 

On  February  13,  1975,  the  patient’s  wife  went  to 
Florida.  Before  leaving,  she  told  the  patient  to  be  out  of 
the  house  when  she  returned.  The  psychiatrist  planned  to 
spend  the  next  weekend  (two  days  later)  in  Maine.  Before 
his  departure,  he  prepared  the  patient  for  his  absence  and 
gave  him  the  name  and  phone  number  of  another 
psychiatrist  who  had  agreed  to  cover  for  him.  He  told  the 
patient  that  he  would  call  him  each  night  that  he  was  out 
of  town.  The  Friday  night  before  the  psychiatrist  left 
town,  he  had  a meeting  with  the  patient  during  which  he 
considered  involuntarily  hospitalizing  the  patient,  but 
decided  against  it. 

He  called  the  covering  psychiatrist  and  described  the 
patient’s  situation.  On  Saturday,  February  15,  the  patient 
called  the  covering  psychiatrist  and  reassured  him  that  he 
did  not  intend  to  commit  suicide.  That  night,  as  planned, 
the  psychiatrist  called  the  patient.  Based  on  that 
conversation,  he  formed  a favorable  diagnostic  impres- 
sion of  the  patient’s  condition.  The  next  day,  the  police 
found  the  patient  in  his  garage,  dead  from  carbon 
monoxide  inhalation. 

His  wife  filed  suit  against  the  psychiatrist  to  recover  for 
conscious  suffering  and  wrongful  death  on  the  grounds 
that  the  psychiatrist’s  negligence  had  led  to  her  husband’s 
suicide.  A trial  court  directed  a verdict  in  favor  of  the 
psychiatrist  on  the  conscious  suffering  claim  and  a jury 
found  in  favor  of  the  psychiatrist  on  the  claim  for 
wrongful  death. 

Affirming  the  decision,  the  high  court  said  that  the 
psychiatrist  did  not  owe  the  patient  a specific  legal  duty  to 
safeguard  him  from  a serious  danger  to  himself.  The 
psychiatrist’s  legal  obligation  to  the  patient  was  to  treat 
him  in  accordance  with  the  standard  of  care  and  skill  of 
an  average  psychiatrist.  He  did  not  have  a duty  to  take 
reasonable  preventive  measures  after  diagnosing  the 
patient  as  suicidal  in  addition  to  the  duty  to  exercise  the 
skill  and  care  customarily  exercised  by  an  average 
qualified  psychiatrist,  the  court  added.  The  court 
concluded  that  the  duty  owed  by  a psychiatrist  to  a sui- 
cidal outpatient  was  not  different  from  that  imposed  on 
other  physicians  to  other  patients. — Steparkoff  v.  Kantar, 
473  N.E.2d  1131  (Mass. Sup. Jud.Ct.,  Feb  5,  1985) 


ENDOMETRIOSIS  PATIENT  SUES  FOR 
ALLEGEDLY  UNNEEDED  SURGERY 


A patient’s  cause  of  action  for  negligence  in  a 
physician’s  failure  to  inform  her  of  drug  therapy  as  an 
alternative  to  surgery  was  not  barred  by  the  statute  of 
limitations,  the  North  Carolina  Supreme  Court  ruled. 

In  October  1978,  the  physician  performed  a total 
abdominal  hysterectomy,  bilateral  salpingo-oophorectomy, 
appendectomy,  and  lysis  of  adhesions  on  the  basis  of  a 
diagnosis  of  endometriosis.  He  told  the  patient  that 
“nothing  else  would  work.”  On  August  17,  1981,  the 
patient  became  aware  of  a drug  that  was  being  used  to 
treat  endometriosis  more  than  two  years  before  her 
operation.  In  September  or  October  1981,  she  was 
advised  by  a physician  that  her  operation  might  have 
been  unnecessary. 

On  August  16,  1982,  the  patient  brought  an  action  for 
malpractice  against  the  physician  who  operated  on  her, 
alleging  lack  of  informed  consent  to  the  surgery.  The 
physician  denied  negligence  and  contended  that  the 
action  was  barred  by  the  three-year  statute  of  limitations. 
The  court  dismissed  the  complaint,  and  an  appellate 
court  affirmed. 

On  further  appeal,  the  patient  contended  that  she 
suffered  from  an  injury  that  was  not  readily  apparent  at 
the  time  of  the  operation  and  that  she  did  not  discover  her 
alleged  injury  until  after  August  17,  1981,  which  was 
within  the  one-year  discovery  provision  exception  to  the 
statute  of  limitations.  The  discovery  provision  was 
subject  to  a four-year  outer  time  limit,  beginning  with  the 
last  act  of  the  defendant  giving  rise  to  the  cause  of  action. 
The  patient’s  action  was  commenced  within  a year  after 
she  allegedly  discovered  her  injury  and  within  four  years 
of  the  last  act  of  the  physician.  The  appellate  court  found 
that  the  patient’s  injury  was  the  removal  of  her  reproduc- 
tive organs  and  that  she  was  aware  of  this  injury  from  the 
time  of  surgery. 

The  Supreme  Court  disagreed,  stating  that  within  a 
legal  context  the  world  “injury”  meant  an  actionable 
wrong.  Until  the  patient  discovered  the  physician’s 
wrongful  conduct,  she  was  not  aware  that  she  had  been 
injured  in  the  legal  sense.  The  court  said  that  she  was  not 
required  by  law  to  expedite  her  discovery  of  the  phy- 
sician’s alleged  negligence  by  seeking  a second  medical 
opinion  before  of  after  the  operation.  The  court  reversed 
the  lower  court’s  decision  and  sent  the  case  back  for 
further  proceedings. — Black  v.  Littlejohn,  325  S.E.2d  469 
(N.C.Sup.Ct.,  Jan.  30,  1985) 


PHYSICIAN  NOT  LIABLE  FOR  DEATH  OF 
PATIENT  WHO  OVERDOSED  ON  DRUGS 


Recovery  from  a physician  who  was  sued  for  negli- 
gence in  prescribing  drugs  was  barred  by  a patient’s 
contributory  negligence  in  deliberately  and  knowingly 
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taking  an  overdose  of  the  drugs,  a Louisiana  appellate 
court  ruled. 

The  19-year-old  patient  died  without  regaining  con- 
sciousness two  days  after  swallowing  an  undetermined 
number  of  Tuinal  tablets.  She  had  been  regularly 
receiving  prescriptions  for  Preludin  as  an  appetite  sup- 
pressant and  Tuinal  for  sleep  from  the  physician.  He  had 
also  prescribed  Valium  for  her  on  several  occasions. 

The  patient’s  parents  sued  the  physician  for  wrongful 
death.  A medical  review  panel  rendered  an  opinion  that 
the  physician  had  failed  to  comply  with  the  appropriate 
standard  of  care,  agreeing  with  the  parent’s  allegations 
that  he  was  negligent  in  prescribing  drugs  that  he  knew  or 
should  have  known  would  cause  addiction  over  a 
prolonged  period  and  in  such  quantities  that  their  use  was 
deleterious  to  life  and  health. 

At  the  trail,  the  physician  testified  that  the  patient  was 
a model  and  wanted  medication  to  maintain  her  weight. 
She  also  complained  of  being  nervous,  and  he  prescribed 
Valium,  he  denied  detecting  indications  of  drug  abuse. 
An  expert  testified  that  there  was  no  valid  medical  reason 
for  prescribing  Tuinal  and  Preludin  together.  He  testified 
that  from  the  medical  records  it  was  impossible  to  deter- 
mine whether  the  patient’s  overdose  was  accidental  or  a 
suicide.  The  jury  decided  for  the  physician,  finding  that 
his  negligence  was  a proximate  cause  of  the  patient’s 
death  but  that  the  patient  was  negligent  and  her 
negligence  was  a cause  of  her  death.  The  judge  dismissed 
the  suit  because  the  patient’s  contributory  negligence 
barred  recovery. 

On  appeal,  the  court  said  that  the  physician’s  disregard 
of  his  duty  to  use  due  care  in  avoiding  the  harmful  effects 
of  a controlled  dangerous  drug  caused  her  death. 
However,  there  was  sufficient  evidence  to  support  the 
finding  of  contributory  negligence.  The  patient’s  mother 
had  taken  the  pills  away  from  her,  and  she  had  delibrately 
looked  for  them.  Therefore,  the  court  said  that  the 
evidence  indicated  that  she  deliberately  and  knowingly 
took  the  overdose  of  pills. 

The  court  also  pointed  out  that  the  mother  could  have 
taken  the  precautions  of  destroying  the  pills  or  securing 
them  safely.  Finding  no  reversible  error,  the  court 
affirmed  the  lower  court’s  judgment. — Argus  v.  Schep- 
pegrell,  459  So. 2d  238  (La.Ct.  of  App.,  Nov.  21,  1984; 
rehearing  denied,  Dec.  17,  1984) 


PSYCHIATRIST  SUED  BY  MOTORISTS  AFTER 
EPILEPTIC  PATIENT  IS  IN  ACCIDENT 


A psychiatrist’s  special  relationship  with  his  patient 
imposes  a duty  to  protect  persons  who  were  endangered 
by  the  patient’s  conduct,  a Michigan  appellate  court 
ruled. 

Motorists  were  injured  when  their  vehicle  was  struck 
by  a vehicle  driven  by  the  patient.  The  motorists  filed  suit 
alleging  that  the  psychiatrist  knew  or  should  have  known 
tha  the  patient  had  had  previous  epileptic  seizures  and 
that  the  psychiatrist  had  a duty  to  drivers  on  the  public 
highway  to  properly  care  for  and  treat  the  patient.  They 


alleged  that  the  psychiatrist  had  breached  his  duty  by 
failing  to  prescribe  an  antiepileptic  medication  and 
failing  to  instruct  the  patient  not  to  operate  a motor 
vehicle  after  discontinuing  the  medication.  The  trial 
court  found  that  the  psychiatrist  owed  on  duty  to  the 
motorists  and  granted  his  motion  for  summary  judgment. 

On  appeal,  the  psychiatrist  claimed  that  the  motorists’ 
claim  was  based  on  an  allegation  of  malpractice.  He 
contended  that  in  the  absence  of  a physician-patient 
relationship  there  was  no  duty.  The  appellate  court 
agreed  with  the  trial  judge  that  the  action  was  not  based 
on  malpractice  and  that  the  psychiatrist  and  the 
motorists  did  not  have  a physician-patient  relationship. 
However,  the  psychiatrist  and  the  patient  did  have  such  a 
relationship. 

The  court  found  that  this  relationship  was  sufficient  to 
place  the  case  within  the  exception  to  the  common-law 
rule  that  no  one  had  a duty  to  protect  someone  who  was 
endangered  by  the  conduct  of  another.  Given  the 
patient’s  epileptic  seizures,  the  court  was  of  the  opinion 
that  it  was  foreseeable  that  failure  to  diagnose  or  properly 
treat  such  condition  might  create  a risk  of  harm  to  a third 
party.  The  court  pointed  out  that  the  likelihood  of  injury 
to  a third  party  because  of  an  automobile  accident  arising 
from  a breach  of  duty  to  inform  the  patient  not  to  operate 
a motor  vehicle  was  not  unforeseeable. 

The  court  said  that  whether  the  proximate  cause  of  the 
accident  was  the  psychiatrist’s  negligence  was  a question 
for  the  jury,  as  was  the  question  of  whether  the  patient, 
too,  may  have  been  negligent  in  resuming  driving  without 
the  psychiatrist’s  consent.  The  appellate  court  reversed 
the  lower  court’s  judgment — Duvall  v.  Goldin,  362 
N.W.2d  275  (Mich.Ct.of  App.,  Dec.  3,  1984) 


MOTHER  SUES  AFTER  RETARDED 
SON  CHOKES  TO  DEATH 


The  mother  of  a retarded  son  who  was  involuntarily 
committed  to  a state  hospital  asserted  a cognizable  claim 
in  alleging  violation  of  his  right  to  be  free  from  harm 
through  unsafe  administration  of  drugs,  a federal  trial 
court  in  Pennsylvania  ruled. 

The  34-year-old,  mildly  retarded  son  was  diagnosed  as 
having  moderate  mental  deficiencies  couple  with  an 
explosive  personality  and  a history  of  violent  outbursts. 
He  had  been  institutionalized  for  the  majority  of  his  life. 
Soon  after  transfer  to  the  state  hospital,  he  choked  on  his 
food  while  eating  lunch  and  died  due  to  asphyxiation. 
The  mother  contended  that  his  death  resulted  from  the 
excessive  amount  of  drugs  given  to  him,  causing  a depres- 
sion of  his  central  nervous  system  and  suppression  of  his 
gag  reflex. 

The  patient’s  mother  brought  an  action  against  various 
state  and  local  officials,  alleging,  among  other  things, 
that  the  patient  had  been  denied  his  right  to  safe 
conditions,  to  be  free  from  chemical  restraint,  and  to 
minimally  adquate  treatment,  interests  protected  by  the 
Due  Process  Clause  of  the  Fourteenth  Amendment.  The 
parties  being  sued  moved  for  summary  judgment. 
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Referring  to  a previous  decision,  the  federal  trial  court 
said  that  if  the  right  to  safe  conditions  includes  the  right 
to  be  free  from  attacks  and  injuries,  it  must  also  protect 
against  the  alleged  unsafe  administration  of  drugs.  As  to 
chemical  restraints,  the  court  said  that  in  contrast  to  the 
use  of  physical  restraints,  which  cause  humiliation  and 
degradation  rather  than  a threat  to  physical  safety,  the 
long-term  use  of  chemical  restraints  can  have  a perni- 
cious effect  in  that  permanent  side-effects  can  induce 
conditions  that  cannot  be  corrected  merely  by  cessation 
of  treatment. 

With  regard  to  the  right  to  minimally  adequate  treat- 
ment, the  mother  claimed  that  this  was  violated  by  failure 
to  provide  minimally  adequate  or  reasonable  training  to 
ensure  safety  and  freedom  from  restraint.  The  court 
found  that  the  mother  stated  a cause  of  action  for 
violation  of  the  right  to  minimally  adequate  training. 

The  court  found  that  claims  against  county  commis- 
sioners must  be  dismissed  because  as  elected  local  govern- 
ment officials  they  were  entitled  to  absolute  immunity 
when  acts  complained  of  fell  within  the  scope  of  their 
legislative  duties.  The  court  also  dismissed  claims  against 
a physician  whose  only  liability  was  premised  on  actions 
that  allegedly  denied  the  son  admission  to  an  inter- 
mediate care  facility.  The  court  found  that  the  defense  of 
qualified  immunity  was  not  available  to  the  remaining 
parties  named  in  the  suit. — Sabo  v.  O'Bannon,  586 
F.Supp.ll32  (D.C..  Pa..  March  29,  1984) 


PHYSICIAN  CONVICTED  OF  MURDER  OF 
NEWBORN  INFANT  AFTER  ABORTION 


Evidence  supported  a jury  conclusion  that  an  infant 
was  born  alive  and  lived  until  a physician  suffocated  her, 
a Texas  appellate  court  ruled. 

The  physician  performed  and  abortion  by  hysterotomy. 
The  State  alleged  that,  when  the  fetus  was  withdrawn 
alive,  the  physician  suffocatted  her  by  placing  the 
placenta  over  her  face,  immersing  her  in  liquid,  and 
sealing  her  in  a plastic  trash  bag. 

At  the  trial,  witnesses  testified  to  seeing  signs  of  breath- 
ing activity  by  the  fetus.  Before  the  procedure,  the 
physician  had  asked  that  a bucket  that  was  usually 
present  during  such  surgery  be  filled  with  water,  which 
had  never  occurred  before.  After  extraction  of  the  fetus, 
they  said  that  the  physician  pressed  the  placenta  over  her 
face  and  then  immersed  her  in  the  bucket  of  water.  A 
hospital  chief  of  staff  testified  that  none  of  these 
procedures  were  normal  or  had  any  apparent  medical 
rationale.  The  physician  was  convicted  of  murder,  and 
the  jury  assessed  punishment  at  15  years  in  prison. 

On  appeal,  the  physician  challenged  the  sufficiency  of 
the  evidence  that  the  fetus  was  born  alive.  The  court  said 
that  eyewitness  descriptions  of  the  size  of  the  fetus  and 
testimony  by  the  hospital  chief  of  staff  supported  a 
conclusion  that  the  viability  factor  of  the  child  was 
between  20  and  80  per  cent.  According  to  the  evidence, 
the  mother  had  been  given  Demerol  and  Valium,  which 
would  pass  through  the  placenta  and  reduce  fetal  activity. 


The  court  said  that  the  jury  could  conclude  that  signs  of 
life  did  occur  and  would  have  been  more  pronounced 
without  the  drugs. 

Affirming  the  lower  court’s  judgment,  the  court  said 
that  on  the  basis  of  the  evidence  of  fetal  development,  the 
signs  of  life  observed,  and  the  conduct  of  physician,  the 
jury  was  justified  in  concluding  that  the  fetus  was  born 
alive  and  lived  until  her  life  was  intentionally  and 
knowingly  taken  by  the  conduct  of  the  physician. — 
Showery  v.  State  of  Texas,  690  S.W2d  689  (Tex.CT.  of 
App.,  May  8,  1985;  rehearing  denied,  June  5,  1985) 


STATUTE  REQUIRING  MEMBERSHIP  IN 
PRIVATE  MEDICAL  ASSOCIATION  FOR 
MEMBERSHIP  ON  STATE  MEDICAL  BOARD  IS 
UNCONSTITUTIONAL 


A statute  requiring  membership  in  a private  medical 
association  as  a prerequisite  to  membership  on  the  State 
Board  of  Medical  Examiners  unconstitutionally  delegated 
the  power  of  appointment  to  a private  organization,  the 
South  Carolina  Supreme  Court  ruled. 

The  Board  served  a complaint  alleging  professional 
misconduct  by  a physician.  The  physician  brought  an 
action  challenging  the  constitutionality  of  the  composi- 
tion of  the  Board.  The  trial  court  sustained  the  Board’s 
demurrer. 

On  appeal,  the  court  said  that  in  order  to  bring  the 
constitutional  challenge  the  physician  must  show  the 
existence  of  an  actual  controversy  in  which  he  had  a 
personal  stake.  The  controversy  arose  when  the  Board 
initiated  proceedings  against  the  physician,  the  court 
said.  Therefore,  the  physician  had  standing  to  bring  this 
challenge. 

The  court  said  that  in  a previous  decision  the  pertinent 
section  of  the  state  constitution  was  interpreted  as 
forbidding  delegation  of  appointive  power  to  a private 
organization.  The  statute  in  question  required  member- 
ship in  a private  organization,  therefore  unconstitutio- 
nally delegating  the  power  of  appointment  to  a private 
organization.  Reversing  the  lower  court’s  decision,  the 
appellate  court  held  that  the  Board  was  unconstitutio- 
nally composed. — Toussaint  v.  State  Board  of  Medicai 
Examiners.  329  S.E.2d  433  (S.C.Sup.Ct.,  April  22,  1985) 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  POR.  The  following  is  a brief  summary. 


♦ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K'*'  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  In  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thromboc^openia,  other 
adverse  reactions  seen  In  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Oyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Oyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  In 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  Increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxante  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide',  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied;  'Oyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (Intended  for 
institutional  use  only);  in  Patlent-Pak™  unit-of-use  bottles  of  100. 
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ACUTE  SYNDROME  RESEMBLES 
RHEUMATOID  ARTHRITIS 


Elderly  persons  may  be  susceptible  to  an  acute  form  of 
rheumatoid  arthritis  that  can  be  confused  with  the 
chronic  disease,  according  to  a report  in  JAMA.  The 
newly  recognized  syndrome  resembles  chronic  rheumatoid 
arthritis  symptomatically,  but  differs  both  serologically 
and  in  its  clinical  course. 

Daniel  J.  McCarty,  MD,  of  the  Medical  College  of 
Wisconsin,  Milwaukee,  and  colleagues  describe  ten  cases 
of  remitting  seronegative  symetrical  synovitis  with 
pitting  edema  (RS3PE  syndrome)  in  eight  elderly  men 
and  two  elderly  women.  All  of  the  patients  had  sudden 
onset  of  painful  swelling  of  joints,  mainly  in  the  wrists, 
hands  and  feet.  “All  ten  cases  meet  the  American 
Rheumatism  Association  criteria  for  “definite”  rheuma- 
toid arthritis,  but  all  went  into  complete  remission, 
leaving  only  mild  flexion  deformities  without  functional 
impairment,”  the  researchers  say.  They  add  that 
rheumatoid  factors  were  absent  from  serum  samples  in 
all  patients. 

Patients  were  treated  with  aspirin  or  other  nonsteroidal 
antiinflammatory  drugs.  Hydroxychloriquine  was  given 
in  six  cases  and  gold  therapy  in  two.  Range  of  motion 
exercises  and  wrist  splints  were  also  used.  Inflammation 
and  swelling  disappeared  gradually  within  a year  or  two, 
the  researchers  say;  in  some  patients  within  three  to  six 
months.  The  residual  limitation  of  motion  of  the  joints 
was  painless  and  not  a hindrance  to  the  patients,  they 
add. 

Cases  of  “benign  rheumatoid  arthritis”  have  been 
noted  in  other  studies,  and  seem  to  occur  most  often  in 
men  aged  60  and  older.  The  researchers  suggest  the 
syndrome  may  be  caused  by  an  infectious  agent.  All  but 
one  of  the  ten  patients  lived  in  a rural  setting,  and  onset 
nearly  always  occurred  between  May  and  November, 
peaking  in  October. 

Three  cases  of  the  syndrome  were  also  found  in  a 
consecutive  series  of  49  men  diagnosed  as  having  definite 
“rheumatoid  arthritis,”  the  researchers  say,  representing 
“a  distinctive  condition  with  an  excellent  prognosis.” 

JAMA  November  22,  1985 


GROWTH  HORMONE  IMPROVES  STATURE, 
BUT  NOT  STATUS 


Growth  hormone  can  correct  short  stature,  but  it  does 
not  necessarily  assure  a normal,  productive  life, 
according  to  a report  in  the  Novtmhex  American  Journal 
of  Diseases  of  Children.  In  a study  of  1 16  Canadian  adults 
who  had  been  treated  with  growth  hormone,  researchers 
found  that  unemployment  rates  were  much  higher  and 
that  marriage  rates  were  much  lower  than  national 
norms. 

The  study  included  86  men  an  30  women  between  the 
ages  of  18  and  38,  most  of  whom  had  completed  formal 
education  comparable  to  their  siblings  and  peers.  Among 
findings:  35.4  percent  were  unemployed,  and  rates  for 
those  younger  than  25  were  45  percent  while  those  25  and 
older  were  23  percent.  National  averages  for  those  age 
groups  were  21.2  percent  and  9.4  percent  respectively. 
The  percentage  of  those  married  was  less  than  30  percent 
of  the  expected  age-adjusted  rate. 

“Before  treatment,  children  with  growth  hormone 
deficiency  have  been  described  as  being  socially  isolated 
and  psychologically  immature,”  say  researchers  Heather 
J.  Dean,  MD,  and  colleagues  from  the  University  of 
Manitoba  in  Winnipeg.  “After  one  or  two  years  of 
growth  hormone  therapy,  many  of  these  children  have 
persistent  severe  personality  difficulties  despite  increased 
linear  growth.” 

A first,  this  evaluation  of  social  outcome  of  treated 
patients  underscores  severe  therapeutic  failings.  Of  the  90 
patients  not  attending  school,  70  still  lived  with  parents 
or  relatives.  Puberty  occurred  spontaneously  during 
therapy  in  63  percent  of  the  patients.  The  remaining  37 
percent  were  receiving  sex  steroid  replacement  therapy  at 
the  time  of  the  study.  Only  13  percent  were  married 
(compared  with  the  national  average  of  71.1  percent  for 
their  age  group),  and  only  55  percent  of  the  unmarried 
patients  were  dating  regularly. 

“The  management  of  children  with  growth  hormone 
deficiency  has  focused  almost  exclusively  on  exclusively 
on  improving  statural  growth,”  the  researchers  say. 
While  growth  was  achieved  in  patients  studied,  the 
overall  outcome  was  “unsatisfactory  since  the  rate  of 
unemployment  is  almost  threefold  greater  than  expected, 
and  the  rate  of  marriage  is  fivefold  less  than  expected,” 
they  add. 

“The  observations  that  the  majority  of  those  subjects 
in  the  labor  force  lived  with  family  members,  that  few 
were  involved  in  extracurricular  activities  at  school  or  in 
community  activities,  and  that  a lesser  than  expected 
number  had  drivers’  licences,  support  the  notion  of 
prolonged  dependency  and  social  isolation  that  may  be 
associated  with  a lack  of  motivation  to  seek  or  desire 
gainful  employment  or  marriage.” 

The  researchers  conclude  that  new  patient  manage- 
ment strategies  are  needed,  including  the  design  of 
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specific  goal-oriented  psychotherapeutic  programs.  “Since 
increased  height  does  not  necessarily  lead  to  normal 
social  integration  in  adult  life,  the  goals  of  growth 
hormone  therapy  for  normal  short  children  must  be 
carefully,  but  urgently,  evaluated  in  view  of  the  future 
unlimited  supply  of  growth  hormone  produced  by 
recombinant  DNA  technology.” 


EARLY  INTERVENTION  RESTORES 
USEFUL  VISION 


Clear-cut  advantages  for  early  surgical  intervention 
have  been  demonstrated  by  the  Diabetic  Retinopathy 
Vitrectomy  Study,  a multicenter,  randomized  clinical 
trial  supported  by  the  National  Eye  Institute.  In  the 
study,  1,600  eyes  reduced  to  visual  acuity  of  5/200  or  less 
were  randomly  assigned  to  either  early  surgical  interven- 
tion deferred  for  one  year.  After  two  years,  25  percent  of 
the  early  group  had  visual  acuity  of  10/20  or  better 
compared  with  15  percent  in  the  deferred  group.  Results 
were  even  better  among  younger,  early  onset  diabetic 
patients:  36  percent  compared  with  12  percent.  The 
study,  from  16  major  medical  centers,  appears  in  teh 
November  Archives  of  Ophthalmology.  Vitrectomy  invol- 
ves removal  of  material  from  the  main  chamber  of  the 
eye.  Deferral  had  been  recommended  because  of 
concerns  for  serious  complications.  This  study  docu- 
ments that  early  intervention  “provides  a better  chance 
for  prompt  recovery  of  useful  vision.” 


GUILLAIN-BARRE  NOT  RELATED  TO 
FLU  VACCINE 


A study  from  the  Mayo  Clinic  in  Rochester,  Minn., 
suggests  that  the  incidence  of  Guillain-Barré  syndrome 
can  not  be  associated  with  swine  flu  (A/New  Jersey/76) 
vaccination.  A 46-year  study  of  Olmsted  County 
residents  uncovered  48  cases  of  the  sydrome,  report 
Ettore  Behi,  MD,  and  colleagues  in  the  November 
Archives  of  Neurology.  “No  trend  over  time  was  evident  in 
the  46-year  period,  nor  did  any  significant  seasonal  distri- 
bution of  cases  appear,”  the  researchers  say.  Their  review 
results  correspond  with  other  studies  that  question  any 
association  of  the  neurologic  syndrome  with  flu  vaccines, 
they  say,  pointing  to  a U.S.  Army  study  that  failed  to  find 
an  increase  in  the  syndrome  despite  widespread  use  of  the 
1976  vaccine  and  to  ongoing  surveillance  programs. 


TRANSFUSION-ASSOCIATED  AIDS  MORE 
COMMON  IN  INFANTS 


Infants  may  be  more  vulnerable  than  adults  to  the 
AIDS  virus  transmitted  through  blood  transfusions, 
according  to  a report  in  JAMA.  Of  the  194  transfusion- 


associated  cases  of  AIDS  reported  to  the  Centers  for 
Disease  Control,  10  percents  have  been  infants.  It  is 
estimated  that  infants  receive  less  than  2 percent  of  all  red 
cell  or  whole  blood  transfusions. 

Thomas  A.  Peterman,  MD,  MSc,  of  the  Centers  for 
Disease  Control,  Atlanta,  and  colleagues  say  infants  may 
be  more  susceptible  to  AIDS  for  several  reasons:  First, 
their  immune  systems  are  less  developed.  Second, 
because  of  their  small  size,  they  may  receive  more  virus 
during  a transfusion.  (Infants  transfusions  are  often  from 
one  donor,  while  adults  receive  blood  from  many 
donors).  Third,  the  incubation  period  for  the  virus  is 
shorter  in  infants,  so  more  infected  adults  may  be  in  the 
subclinical  stage.  And  finally,  to  be  diagnosed  with 
AIDS,  a patient  must  survive  long  enough  to  show 
symptoms.  The  time  from  transfusion  to  diagnosis  of 
AIDS  in  these  194  patients  ranged  from  four  months  to 
seven  years. 

Blood  components  that  transmitted  HTLV-III/LAV 
included  red  cells,  platelets,  plasma  and  whole  blood,  the 
researchers  say.  Investigations  conducted  one  to  six  years 
after  the  transfusions  high-risk  donors  to  47  the 
recipients  with  AIDS,  and,  of  47  high-risk  donors  tested, 
40  showed  evidence  of  antibody  to  HTLV-III/LAV. 

The  first  case  of  transfusion-associated  AIDS  was 
reported  in  1982,  the  report  notes.  The  numbers  have 
increased  every  six  months  since  then,  with  more  than  60 
cases  reported  during  the  first  half  of  1985.  The  deaths  of 
113  (58  percent)  of  the  total  194  patients  have  been 
reported  to  the  CDC. 

More  than  3 million  people  receive  transfusions  each 
years,  the  researchers  say,  noting  that  the  risk  of  acquir- 
ing AIDS  from  transfused  blood  is  very  low.  “The 
current  risk  should  be  reduced  even  further  with  the 
controlled  use  of  donor  self-deferral  and  the  initiation  of 
antibody  testing  for  HTLV-III  in  blood  banks,”  they  say. 

JAMA  November  22,  1985 


ANTIBIOTIC  CAUSES  TOOTH  STAINING 
IN  ADULTS 


Minocycline,  an  antibiotic  often  administered  in 
cases  of  severe  acne,  may  cause  permanent  tooth  discolo- 
ration, according  to  a report  in  JAMA. 

Susana  C.  Poliak,  MD,  and  colleagues,  of  the  National 
Cancer  Institute,  conducted  a retrospective  study  among 
adult  patients  who  were  receiving  treatment  for  severe 
cystic  acne.  They  report  that  of  72  patients  who  had 
received  minocycline  during  adolescence,  four  were 
found  to  have  tooth  discoloration.  In  one  patient  the 
discoloration  had  occurred  after  only  four  weeks  of 
treatment. 

“Tetracyclines  are  well  known  to  cause  permanent 
tooth  discoloration  when  administered  during  tooth 
development,”  the  researchers  say.  This  process  may 
occur  during  the  latter  half  of  pregnancy,  infancy,  and 
childhood  up  to  the  age  of7  years.”  This  happens  because 
of  its  chelating  ability  with  calcium,  and  the  oxidation  of 
tetracycline  by  the  action  of  light. 
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Because  of  this  knowledge  about  tetracycline,  the  use 
of  minocycline  in  children  also  has  been  restricted,  but 
there  have  been  reports  of  the  drug  causing  discoloration 
in  adult  teeth.  In  these  four  cases,  the  researchers  observe 
a difference  in  the  type  of  staining;  while  tetracycline 
stains  primarily  the  part  of  the  tooth  near  the  gums, 
minocycline  discolors  the  incisional  one  half  to  three 
fourths  of  the  crown.  “Minocycline’s  ability  to  chelate 
with  iron  and  to  form  insoluble  complexes  may  explain 
its  role  in  causing  pigmentation  of  the  permanent  teeth.” 
JAMA  November  22,  1985 

VISION  LOSS  REDUCED  BY  HALF  WITH  LASER 

Visual  loss  among  diabetic  patients  with  macular 
edema  was  reduced  by  half  with  argon  laser  treatment  in 
a multicenter  randomized  clinical  trial  sponsored  by  the 
National  Eye  Institute.  Results  appear  in  December 
Archives  of  Ophthalmology  and  are  commented  upon 
editorially  in  the  December  6 issue  of  JAMA. 

Compared  were  754  eyes  that  received  immediate  focal 
photocoagulation  with  1,490  eyes  that  were  assigned  to 
the  deferred  treatment  group.  “At  three  years,  only  12 
percent  of  those  in  the  immediate  treatment  group  had 
lost  a significant  amount  of  visual  acuity,  whereas  24 
percent  of  those  in  the  deferred  treatment  group  had  done 
so,”  according  to  the  JAMA  editorial. 

Treated  was  macular  edema,  swelling  of  a part  of  the 
retina,  which  usually  causes  a mild  to  moderate  visual 
loss  among  diabetic  patients  that  nonetheless  can 
dramatically  affect  the  patient’s  quality  of  life.  Many  are 
unable  to  read  or  drive  automobiles  when  affected. 

In  addition  to  reducing  the  risk  of  visual  loss,  “focal 
treatment  also  increases  the  chance  of  visual  improve- 
ment, decreases  the  frequency  of  persistent  macular 
edema,  and  causes  only  minor  visual  field  losses,” 
according  to  the  study.  “The  beneficial  effects  of 
treatment  demonstrated  in  this  trial  suggest  that  all  eyes 
with  clinically  significant  diabetic  macular  edema  should 
be  considered  for  focal  photocoagulation,”  the  report 
says. 

Clinically  signficant  diabetic  macular  edema  is  defined 
as  retinal  thickening  that  involves  or  threatens  the  center 
of  the  macula,  a site  on  the  retina  responsible  for  detailed 
vision.  Diabetic  patients  also  are  vulnerable  to  prolifera- 
tive retinopathy  that  can  threaten  eyesight.  The  total 
study  group  included  3,928  patients;  those  with  advanced 
proliferative  retinopathy  received  immediate  panretinal 
photocoagulation. 

Those  treated  for  macular  edema  had  microaneurysms 
and  other  focal  leakage  sites  in  the  retina  and  received  50- 
to  100-micron  argon  blue-green  or  green  burns  of  0. 1 
seconds  duration  or  less.  Power  was  adequate  to  obtain 
definite  whitening  around  the  microaneurysm  or  leakage 
site.  Repeated  burns  were  sometimes  needed,  according 
to  the  report.  Changes  in  visual  acuity  were  calculated  by 
subtracting  the  visual  acuity  score  measured  during  a 
follow-up  visit  from  the  base  line  visual  acuity  score. 

Among  results:  “Eyes  assigned  to  immediate  focal 
photocoagulation  were  about  half  as  likely  to  lose  15  or 
more  letters  on  the  eye  chart  compared  with  eyes  assigned 


to  deferral  of  photocoagulation:  5 percent  versus  8 
percent  at  one  year;  7 percent  versus  16  percent  at  two 
years;  and  12  percent  versus  24  percent  at  three  years.” 

Commenting  editorially,  the  study  group  observes, 
“These  results  substantially  increase  the  number  of 
diabetic  patients  who  might  benefit  from  referral  to  an 
ophthalmologist  and  make  it  all  the  more  imperative  for 
primary  care  physicians  to  play  an  active  role  in  assuring 
that  their  diabetic  patients  receive  adequate  ophthalmo- 
logic care. 

“As  a general  rule,  patients  with  type  I (juvenile-onset) 
diabetes  of  five  or  more  years’  duration  or  any  patient 
with  type  II  diabetes  should  have  at  least  yearly  eye 
examinations.” 


NEW  CLINICAL  EVIDENCE  OF 
ALZHEIMER’S  DISEASE 


Alzheimer’s  diasease  may  be  characterized  by  decreased 
amounts  of  an  essential  hormone  in  certain  areas  of  the 
brain,  according  to  a report  in  JAMA. 

Garth  Bissette,  PhD,  of  Duke  University  Medical 
Center,  Durham,  NC,  and  colleagues  studied  brain  tissue 
of  13  patients  who  had  died  of  Senile  Dementia  of  the 
Alzheimer  Type  (SDAT)  and  of  13  matched  controls  who 
died  without  psychiatric  or  neurologic  disease.  Compared 
with  controls,  concentrations  of  corticotropin-releasing 
factor  (CRF)  in  brains  of  Alzheimer  patients  were 
markedly  reduced  in  the  frontal  and  temporal  cortex  (by 
approximately  50  percent)  and  in  the  caudate  nucleus  (by 
about  70  percent). 

“The  present  findings  suggest  that  neurons  containing 
CRF  are  pathologically  altered  in  SDAT,  in  addition  to 
the  previously  described  cholinergic  and  somatostati- 
nergic  neuronal  degeneration,”  the  researchers  say.  They 
note  that  earlier  reports  confirmed  degeneration  of 
cholinergic  neurons  (in  the  basal  nucleus  of  Meynert)  and 
decreased  concentrations  of  certain  neurotransmitters 
such  as  somatostatin  (in  the  temporal  and  frontal  cortex) 
in  patients  with  SDAT. 

Commenting  editorially,  L.W.  Swanson,  Ph.D,  of  the 
Salk  Institute  for  Biological  Studies,  La  Jolla,  Calif.,  says 
the  study  by  Bissette  and  colleagues  raises  some 
important  questions  about  the  disease  process  and  how  it 
affects  various  parts  of  the  brain.  He  says  further  research 
is  needed  to  determine  the  possible  role  of  decreased 
brain  CRF  levels  in  producing  the  symptoms  of 
Alzheimer’s  disease. 

“An  increasing  number  of  biochemical  changes  are 
being  established  in  the  brains  of  patients  with 
Alzheimer’s  disease.  However,  it  is  not  clear  at  this  time 
whether  these  changes  are  secondary  to  some  other 
abnormality  of  brain  function,”  he  says. 

Swanson  concludes:  “The  cause  of  Alzheimer’s  disease 
is  as  mysterious  as  ever,  while  our  knowledge  of  its  effects 
on  brain  morphology  and  chemistry  increases  rapidly.” 

In  a related  article,  a new,  noninvasive  test  used  to 
detect  symptoms  associated  with  Alzheimer’s  disease  is 
described  by  B.  Leonard  Holman,  MD,  of  Harvard 
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Medical  School,  Boston,  and  colleagues.  By  using 
computed  tomography,  the  researchers  demonstrated  an 
impairment  in  muscarinic  acetylcholine  receptor  binding 
function  in  a 56-year-old  Alzheimer  patient. 

“Over  the  past  decade,  evidence  has  been  mounting 
that  the  acetylcholine  neurotransmitter  system  is  one  of 
the  primary  sites  of  organic  dysfunction  in  patients  with 
Alzheimer’s  disease,”  the  researchers  say.  They  note  that, 
until  recently,  acetylcholine  receptor  function  could  be 
assessed  only  at  autopsy. 

JAMA  December  6,  1985 

ANTIVIRAL  AEROSOL  SPEEDS  INFANT 
RESPIRATORY  RECOVERY 

Aerosolized  ribavirin  offers  an  effective  new  method 
for  treating  a potentially  lethal  respiratory  disease  in 
infants,  according  to  a report  in  JAMA.  The  antiviral 
drug  shows  special  promise  for  infants  with  respiratory 
syncytial  virus  (RSV)  who  also  have  congenital  heart  or 
lung  diseases. 

Caroline  Breese  Hall,  MD,  and  colleagues  of  the 
University  of  Rochester  School  of  Medicine,  Rochester, 
NY,  studied  the  efficacy  of  treatment  with  aerosolized 
ribavirin  in  53  infants  with  RSV.  Thirty-six  of  these 
infants  also  had  underlying  disease,  such  as  bronchopul- 
monary dysplasia  and  congenital  heart  disease.  Aeroso- 
lized ribavirin  was  administered  to  27  infants,  and  an 
additional  26  infants  were  enrolled  in  a double-blind, 
placebo-controlled  trial;  14  received  ribavirin  while  12 
received  a water  aerosol  for  an  average  of  five  days. 

Ribavirin-treated  infants  showed  significantly  greater 
improvement,  especially  during  the  first  two  days,  than 
those  receiving  placebo,  the  researchers  say.  In  addition, 
by  the  fifth  day  of  treatment,  the  quantity  of  virus  shed  by 
infants  receiving  ribavirin  was  significantly  less,  while 
arterial  oxygen  pressure  was  significantly  greater,  than  in 
the  placebo  group. 

“All  of  the  27  nonrandomized  infants  treated  with 
ribavirin,  most  of  whom  were  severely  ill  and  had 
bronchopulmonary  dysplasia  or  congenital  heart  disease, 
survived  their  respiratory  syncytial  virus  infection,”  the 
researchers  report.  No  toxic  effects  of  the  drug  were 
observed  in  any  of  the  infants,  and  resistance  to  ribavirin 
did  not  develop  in  any  of  the  virus  strains  isolated,  even 
after  prolonged  treatment  in  some. 

The  researchers  say  this  treatment  is  especially  promis- 
ing for  infants  with  underlying  cardiac  and  pulmonary 
diseases,  who  are  at  greatest  risk  for  severe  RSV 
infection.  It  is  estimated  that  the  infection  is  fatal  in 
approximately  one-third  of  infants  with  congenital  heart 
disease. 

Aerosol  therapy  seems  to  provide  high  levels  of  drug  at 
the  site  of  RSV  infection  with  little  systemic  absorption, 
the  researchers  observe.  Aerosolized  ribavirin  can  be 
easily  administered  to  an  infant  via  an  oxygen  tent,  hood 
or  mask,  they  say,  adding  that  administration  to  a venti- 
lated infant  requires  considerable  techinical  care  and 
monitoring. 

JAMA  December  6,  1985 


SCHOOLROOM  RISK  DOCUMENTED  FOR 
HEPATITIS  B INFECTION 

School  personnel  and  students  are  at  markedly 
increased  risk  for  hepatitis  B virus  infection,  if  they  are  in 
classrooms  with  carriers  of  the  infection,  according  to  a 
study  conducted  in  New  York  City  and  reported  in 
JAMA. 

Evidence  of  infection  among  personnel  (measured  by 
annual  seroconversion)  was  nearly  12  times  the  rate  for 
people  in  the  20-  to  59-year-old  age  group,  calculated 
from  city  surveillance  reports  from  1979  to  1982,  the 
years  of  the  study,  say  Brenda  Breuer,  PhD,  MPH,  of  the 
city’s  health  department,  and  colleagues.  Infection 
among  school  children  was  20  times  the  estimated 
infection  rate  for  5-  to  19-year-old  during  the  same 
period,  they  add. 

The  study  began  following  implementation  of  the 
Congressional  Education  for  All  Handicapped  Children 
Act,  which  called  for  placement  of  formerly  institutio- 
nalized children  into  public  school  classrooms  with 
handicapped  children  who  had  never  been  institutiona- 
lized. Previous  studies  indicated  that  from  50  percent  to 
90  percent  of  institutionalized  children  contracted 
hepatitis  B virus.  The  researchers  designed  a new  study, 
with  one  group  composed  of  students  and  staff  contacts 
of  known  carriers  and  two  control  groups,  to  measure  the 
risk  of  viral  transmission. 

“Eor  both  staff  and  pupils,  the  proportion  of 
seropositive  subjects  in  group  A was  1.7  times  higher  than 
that  for  the  comparison  group,”  the  researchers  say. 
“Despite  demographic  differences  in  our  study  groups, 
the  association  between  classroom  contact  with  a carrier 
and  seropositivity  was  confirmed  using  a logistic  regres- 
sion technique.” 

In  a related  study  focusing  on  institutionalized  patients 
with  Down’s  syndrome,  researchers  from  the  Baylor 
College  of  Medicine  in  Houston  demonstrated  that  such 
patients  respond  normally  to  hepatitis  B vaccination. 

“The  immune  functions  of  patients  with  Down’s 
syndrome  have  been  shown  to  be  defective,”  note 
Catherine  L.  Troisi,  PhD,  and  colleagues.  Furthermore, 
such  patients  are  much  more  likely  to  become  persistently 
infected  than  are  other  institutionalized  patients,  they 
add. 

Their  study  involved  62  patients  who  were  given 
varying  doses  of  hepatitis  B vaccine  over  one  year. 
Antibody  levels  were  consistently  higher  in  the  group 
given  the  higher  dose.  “Each  group  responded  well  to  the 
vaccine  both  in  terms  of  seroconversion  and,  more 
importantly,  anti-HBs  levels,”  they  say. 

Commenting  editorially  on  both  sudies,  Saul  Krugman, 
MD,  of  New  York  University  School  of  Medicine,  says, 
“Today  the  risk  of  hepatitis  B in  the  classroom  can  be 
reduced  to  negligible  levels.  Education,  immunization, 
and  the  cooperation  of  both  public  health  and  public 
education  authorities  will  be  required  to  achieve  this 
objective.” 

Vaccination  of  Down’s  syndrome  patients  will  help 
because  infected  patients  are  likely  to  become  carriers,  he 
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; says.  Finally,  he  suggests  that  costs  for  vaccination  of 
I people  at  risk  of  infection  should  be  borne  by  appropriate 
I public  health  authorities,  since  education  for  handicap- 
j ped  children  is  mandated  by  law. 

i JAMA  December  6,  1985 

f 

HEPATITIS  B VACCINE  EFFICACIOUS 
BUT  UNDERUSED 


; A new  method  for  administering  hepatitis  B vaccine 
j promises  to  allay  cost  and  other  limitations  associated 
I with  underuse  of  the  critically  important  vaccine,  accord- 
I ing  to  a report  in  JAMA. 

1 Robert  R.  Redfield,  MD,  and  colleagues  of  Walter 
j Reed  Army  Institute  of  Research,  Washington,  DC, 
conducted  a trial  to  evaluate  the  efficacy  of  a reduced 
dose,  less  costly  vaccine  administered  intradermally  (a 
shallow  injection  under  the  skin)  instead  of  intramus- 
cularly. Each  vaccine  was  given  in  three  doses  to  a group 
of  25  seronegative  health  care  workers.  “We  found  no 
significant  difference  in  seroconversion  between  the 
intradermal  group  (96  percent)  and  the  intramuscular 
group  (100  percent),”  the  researchers  say. 

The  intradermal  vaccine  was  one  tenth  as  strong, 
representing  a potential  savings  of  90  percent  over  the 
current  vaccine,  which  costs  more  than  $100  per  person. 
The  researchers  say  their  findings  can  help  control  the 
spread  of  the  hepatitis  B virus  infection,  which  continues 
to  be  an  important  occupational  health  risk  in  the  United 
States  and  a major  public  health  problem  worldwide. 

Commenting  editorially,  Robert  M.  Craig,  MD,  of 
Northwestern  University,  Chicago,  and  Charles  B. 
dayman,  MD,  of  the  AMA  and  Northwestern  University 
suggest  that  the  intradermal  approach  would  be  particu- 
larly useful  for  large  vaccination  campaigns  in  under- 
developed countries.  The  lower  cost  of  intradermal 
vaccination,  combined  with  the  advent  of  recombinant 
DNA-produced  vaccine,  should  make  this  economically 
feasible,  they  say. 

If  the  intradermal  approach  is  adopted  for  use  in  the 
US,  the  cost  for  the  vaccine  alone  could  be  reduced  from 
$100  to  $150  per  course  to  $30  to  $45.  “If  intradermal 
immunization  turns  out  to  provide  equal  protection  at 
less  cost,  it  is  imperative  that  the  cost  saving  be  passed  on 
to  the  consumer,”  they  say. 

In  a related  article,  Miriam  J Alter,  PhD,  and 
1 colleagues,  of  the  Centers  for  Diasease  Control,  Atlanta, 
assessed  the  use  of  hepatitis  B vaccine  among  health 
workers  and  patients  in  1,255  chronic  hemodialysis 
¡centers  in  the  United  States.  Seventy-one  percent  of  the 
centers  reported  that  they  gave  the  vaccine,  but  only 
'about  6 percent  of  susceptible  patients  and  32  percent  of 
susceptible  staff  received  all  three  doses  of  vaccine. 

During  1983,  when  the  vaccine  was  administered, 
overall  prevalence  of  antibody  in  dialysis  patients  rose 
from  12  percent  to  18  percent;  and  in  staff  from  18 
percent  to  39  percent.  Prevalence  of  antibody  among 
patients  in  centers  that  gave  vaccine  was  nearly  twice  that 
¡of  patients  in  centers  that  did  not  give  vaccine,  and 


antibody  prevalence  among  staff  was  directly  related  to 
the  proportion  of  staff  receiving  all  three  doses  of 
vaccine.  Centers  more  likely  to  administer  the  vaccine 
were  those  providing  dialysis  to  large  numbers  of  patients 
or  to  patients  who  were  positive  to  the  hepatitis  B surface 
antigen,  the  researchers  note, 

“Hepatitis  B vaccine  has  been  commercially  available 
since  June  1982,  but  it  has  yet  to  achieve  a high  rate  of 
acceptance  among  the  groups  for  which  it  is  recom- 
mended,” Alter  and  coleagues  say.  They  note  that  fear  of 
contracting  AIDS  from  the  vaccine  has  been  strongly 
refuted  by  data  from  the  Centers  for  Disease  Control, 
and  that  cost  should  not  be  a problem  because  reimburse- 
ment through  HCFA  is  now  available. 

Approximately  three  of  every  100  patients  undergoing 
dialysis  are  positive  for  the  hepatitis  B antigen,  the 
researchers  say,  providing  a continuous  potential  source 
of  infection  in  hemodialysis  centers.  “The  combined  use 
of  vaccine  and  infection  control  strategies  may  be  the 
only  means  to  eventually  eradicate  hepatitis  B in  the 
hemodialysis  environment,”  they  conclude. 

JAMA  December  13,  1985 

LIST  CONCERNS,  BENEFITS  OF  SELF  BLOOD 
PRESSURE  READINGS 


Concerns  and  benefits  associated  with  self-adminis- 
tered blood  pressure  measurements  are  voiced  by  the 
National  Heart,  Lung  and  Blood  Institute  in  the 
December  Archives  of  Internal  Medicine.  Among  concerns: 
“One  elevated  blood  pressure  reading,  or  even  several,  is 
not  an  adequate  basis  for  a diagnosis  of  hypertension,” 
the  report  states.  Repeated  high  readings  from  a faulty 
machine  could  lead  to  a false  diagnosis.  Among  benefits: 
self  testing  may  help  individuals  detect  an  unrecognized 
condition;  and  people  with  borderline  pressures  may  be 
able  to  document  blood  pressure  patterns.  “The 
diagnosis  of  hypertension  can  only  be  made  by  a 
physician  who  interprets  the  significance  of  self-obtained 
blood  pressure  readings,”  the  report  cautions.  Senior 
author  of  the  report  is  James  C.  Hunt,  MD,  of  the 
University  of  Tennessee  in  Memphis. 


NEW  OUTPATIENT  THERAPY  FOR  PSORIASIS 

New  use  of  a compound  long  associated  with  psoriasis 
treatment  has  “rendered  better  cosmetic  results,” 
according  to  a study  in  the  December  Archives  of 
Dermatology.  Thomas  Schwarz,  MD,  and  Fritz  Gschnait, 
MD,  of  City  Hospital  Vienna-Lainz  in  Austria,  report 
that  anthralin  cream  applied  to  the  entire  body  for  five- 
minute  treatments  resulted  in  complete  clearing  in  72 
percent  of  a study  group,  and  marked  improvement  in  an 
additional  5 percent.  Anthralin  has  been  used  for 
psoriasis  since  1916.  The  entire  body  treatment  removes 
lesions  “without  spotty  hyperpigmentation”  and  leaves  a 
generalized  tan,  the  researchers  say. 
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REPORT  DETAILS  FAILURE  OF  BABOON 
HEART  TRANSPLANT 


The  baboon  heart  that  sustained  Baby  Fae  for  20  days 
finally  failed,  but  not  as  a result  of  classic  cell-mediated 
rejection.  Rather,  failure  was  attributed  to  a number  of 
factors,  possibly  including  a blood-type  crossmatch,  a 
species-specific  antibody  response  and  dose-related 
cyclosporine  reaction,  report  Leonard  L.  Bailey,  MD,  of 
Loma  Linda  University  School  of  Medicine,  and 
colleagues  in  JAMA. 

“It  has  been  demonstrated  that  cardiac  replacement  by 
orthotopic  xenotransplantation  (animal  to  human  trans- 
plantation) is  technically  feasible  in  the  small  neonate 
with  hypoplastic  left  heart  syndrome,”  the  researchers 
say,  commenting  on  the  usually  fatal  congenital  condi- 
tion affecting  Baby  Fae.  “A  gratifying  early  recovery  and 
survival  to  20  days  were  documented.  Minimal  cell- 
mediated  graft  rejection  was  observed.” 

Instead,  hemagglutination  resulting  from  ABO  blood 
crossmatch,  plus  toxic  antibody  and  cyclosporine 
reactions  virtually  starved  the  heart  of  blood  supply.  The 
researchers  explain: 

“The  infant  (blood  type  O)  was  destined  to  develop  a 
significant  titer  of  A and  B hemagglutinins,  particularly 
with  the  stimulus  of  a probably  ABO  mismatched  graft. 
These  ABO  antibodies  and/or  antibaboon  antibodies 
were  gradually  absorbed  by  the  graft,  producing  injury  to 
the  largest  endothelial  bed,  namely,  the  microcirculatory 
vesseles.  This  phenomenon  resulted  in  widespread 
microvascular  luminal  narrowing.  Circulatory  sludging, 
thrombosis,  cellular  hypoxia,  and  myocyte  injury  and/or 
necrosis  followed.” 

Despite  this  failure,  researchers  commenting  editorially 
hailed  the  procedure.  “What  Dr.  Bailey  has  demonstrated 
in  this  remarkable  experiment  with  Baby  Fae  is  that 
orthotopic  heart  transplantation  is  technically  feasible  in 
the  newborn,  that  even  the  strong  cell-mediated  immune 
response  expected  in  a xenograft  can  be  successfully 
suppressed  with  cyclosporine,  and  that  a xenograft  might 
serve  as  a most  suitable  short-term  support  for  the 
circulation  of  a newborn  with  fatal  congenital  heart 
disease  until  a human  heart  donor  can  be  found,”  say 
Olga  Jonasson,  MD,  of  the  University  of  Illinois  College 
of  Medicine  in  Chicago,  and  Mark  A.  Hardy,  MD,  of  the 
College  of  Physicians  and  Surgeons,  Columbia  University, 
in  New  York. 

They  point  out  that  the  cyclosporine-prednisone  drug 
regimen  almost  totally  prevented  the  predicted  cell- 
mediated  rejection  response.  “What  remained,  however, 
was  a humoral  rejection  typified  by  vasculitis,  hemor- 
rhage, and  necrosis  of  the  myocardium  with  thrombosis 
of  capillaries.”  They  add  that  until  the  lesions  caused  by 
preformed  antibodies  can  be  prevented  by  immunologic 
or  pharmacologic  manipulation,  long-term  success  for 
xenografting  will  be  impossible. 

In  a related  editorial  comment  on  the  informed  consent 
procedures,  George  D.  Lundberg,  MD,  editor  oí  JAMA, 
and  Elizabeth  Knoll,  MPhil,  point  to  some  deficiencies 


relating  to  the  optimism  initially  expressed  by  the 
researchers.  They  suggest  that  the  hope  expressed  by  the 
researchers  was  shared  by  the  family.  “Despite  all 
attempts  to  prepare  for  failure,  everyone  concerned  must 
hope  for  success  and  seek  out  every  encouraging  word 
and  event,”  they  say. 

JAMA  December  20.  1985 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  título,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  asi  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo. 
Deben  limitarse  las  tablas  a soloaquellasquecontribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografías  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración, 
Al  final  de  cada  artículo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el“Cumulative  Index  Medicus”que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
título  del  artículo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 

P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capitulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  título  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 

3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  esel  autor(es)  del  capitulo  citado 
se  añade  el  autorfes)  del  capitulo  y el  titulo  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 

Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 

1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla adoble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

I n order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tables  must  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  authorfs),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  authorfs),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P;  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  “Instructions  to  Authors”  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 


•Estas  “Instrucciones  para  los  Autores”  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 


85 


N 


Dr.  LaSalle  D.  Leffall,  past  president.  American  Cancer  Society. 


“If  everyone  over  50  had  checkups  for  colorectal  cancer, 
the  cure  rate  could  be  as  high  as  75%” 


“If  more  people  had  colorectal  cancer  checkups, 
more  people  could  be  cured,"  says  Dr.  LaSalle  D.  Leffall, 
Jr.,  M.D.,  F.A.C.S.,  Professor  and  Chairman  of  the  Depart- 
ment of  Surgery,  Howard  L’niversity  Hospital,  Washing- 
ton, D.C.  “It’s  that  simple.  You  can’t  cure  it  if  you  don’t 
know  you  hav'e  it."  But  if  it’s  detected  early,  the  cure  rate 
for  colorectal  cancer  is  very  high.  Your  doctor  can  per- 
form the  digital  and  proctoscopic  exams,  and  you  take 
care  of  the  simple  stool  blood  test  at  home. 

The  present  cure  rate  is  44%.  We  believe  it  could  be 
at  least  31  % higher.  Since  men  and  womc*n  are  equalh' 
affected  by  this  disease,  we  urge  everyone  over  50  to  get 
regular  checkups  at  the  intervals  specified  in  the  box  on 
the  right. 

Fact  is,  there  will  be  13(),(KK)  new  cases  of  colorectal 
cancer  this  year.  You  can  help  us  cure  75%  of  them. 

If  you  áre  not  in  the  age  group  affected,  please  pass 


this  information  on  to  someone  you  know  who  is.  The 
warning  signs  for  colorectal  cancer  are:  a change  in  bowel 
habits  and  blood  in  the  stool. 

People  with  a family  history  of  colon  or  rectal  cancer 
or  ulcerative  colitis  are  at  higher  risk  and  are  urged  to  be 
doubly  cautious. 

Help  us  raise  the  cure  rate. 

Colorectal  Cancer  Checkup  Guidelines  for  men  and 

women  over  50  without  symptoms: 

• Digital  exam  every  year 

• Stool  blood  test  every  year 

• Procto  exam  every  3 to  5 years  after  2 initial  negative 
tests  1 year  apart . 


No  one  faces 

cancer  alone. 


AMERICAN  CANCER  SOQETY® 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"^ 


éé 


éé. 


highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

flurazepam  HCI/Roche  (E 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  /2.  691- 
697,  Jul-Aug  1971,  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975.  3.  Kales  A,  elal:  Clin  Pharmacol 
Ther  /9,-576-583,  May  1976,  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther32:78]-T88,  Dec  1982,  5.  FrostJD Jr,  DeLucchi 
MR:  J Am  Geriotr  Sac  27:5AI  -bA6,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp  25-31,  Oct  1978,  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:IA0-I50,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-861, 

Mar  1977. 


DALMANE^^ 

flurazepam  HCI/Roche(w 

Before  prescribing,  please  consult  complete  product 
information,  a summary  at  which  fellows: 

Indications:  Effective  in  all  types  of  insomnia  choraeferized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  ot  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
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Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  iaboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitaies  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema.  j 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites  | 

servicios  de  salud,  acude 
inmediatamente  con  tu  I 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios  I 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar  I 
dinero  y tiempo,  I 

encontrarás  en  ellos  I 
una  mano  amiga  y un  I 
servicio  esmerado.  I 
Para  tu  mejor  I 

conveniencia,  sigue  estel 
consejo  de  la  Cruz  Azul  i 
a toda  su  matrícula.  I 
LA  CRUZ  AZUL  1 

DE  PUERTO  RICO  I 

Gente  Sirviendo  I 

a su  Gente  I 
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Columna  del  Editor 


Encabezan  este  número  del  Boletín  dos  artículos  pro- 
ducto de  la  experiencia  de  jóvenes  investigadores 
clínicos  asociados  a la  Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico.  Ambos  trabajos  supervi- 
sados por  sus  respectivos  catedráticos  quienes  segura- 
mente dieron  los  “toques  finales”  en  la  preparación  de 
estos  manuscritos  así  como  también  lo  hicieron  cuando 
llegó  el  momento  de  diagnosticar  y manejar  los  pacientes 
envueltos  en  ambos  estudios.  Este  es  sin  duda  el  meca- 
nismo ideal  para  un  aprendizaje  de  excelencia.  Los  dos 
artículos  de  repaso  que  le  siguen  tienen  gran  valor;  uno 
por  tratarse  de  la  experiencia  con  un  nuevo  fármaco  y 
otro  por  cubrir  extensamente  un  aspecto  poco  divulgado 
del  lupus  eritematoso  sistémico. 

Sin  embargo  quisiera  llamar  la  atención  del  lector 
hacia  secciones  más  hacia  la  parte  de  atrás  de  la  revista 
como  los  son;  Medical  Specialties  News  y Cartas  al  Editor. 
En  la  primera  se  destacan  noticias  de  gran  relevancia  en  la 


práctica  de  la  medicina.  La  que  publicamos  de  la 
Academia  Americana  de  Pediatría  es  de  suma  importan- 
cia para  todos,  pues  resume  la  posición  de  la  Academia  en 
cuanto  a problemas  que  van  desde  el  aborto,  la  vacuna- 
ción, la  reclje4pión  y el  deporte  en  Pediatría  hasta  su 
postura  oficiáí  en  legisfScípntí^  ^^-.afecten  directa  o 
indirectamente  el  niño.  ^^festo  twijld^Wado 

documento  del  Colegio¿*A‘lBMcriq^n:^  de  RadtÓfogíá  sobre 
el  uso  de  la  mamografía  y 'su  valbr  en  la  detección 
temprana  del  cáncer  de  mama.  Se  establecen  las  cuali- 
ficaciones  necesarias  del  personal;' las’facilidades  físicas  y 
los  costos  así  como  las  implicaciones  médico  legales  que 
puede  tener.  El  uso  exitoso  de  la  gamma  globulina  en  la 
fase  aguda  de  la  enfermedad  de  Kawasaki  para  reducir  las 
secuelas  cardíacas  de  este  enigma  médico  es  otra  de  las 
noticias  que  se  reseñan  en  esta  sección.  Exhortamos  a 
aquellos  que  reciban  “noticias”  de  sus  especialidades  o 
comunicaciones  señalando  posturas  oficiales  sobre  algún 
tema  significativo,  que  nos  los  hagan  llegar.  Le  ofrecemos 
nuestra  revista  para  la  divulgación  de  la  información  y el 
conocimiento  de  muchos  compañeros  que  se  enterarán 
solo  por  el  Boletín. 

La  Junta  Editora  desea  conocer  la  reacción  de  nuestros 
lectores  con  relación  a la  carta  al  editor  del  Dr.  Jorge 
Sánchez  proponiendo  el  cambio  de  nombre  del  Boletín. 
Creemos  que  el  argumento  es  válido  y la  intención  buena 
por  parte  del  Dr.  Sánchez.  La  Junta  Editora  le  dará  la 
consideración  que  se  merece  pero  a su  vez  desea  conocer 
los  puntos  de  vista  y los  argumentos  de  quienes  nos  leen 
todos  los  meses. 


U¿u 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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NUESTRA  PORTADA 
EL  CRISTO  DE  SAN  JUAN 

Pintura  acrílica  sobre  tela  48"  x 72”  del  artista  puertorriqueño  Andy 
Bueso.  Es  una  composición  horizontal  en  la  cual  el  paisaje  abstracto  de 
nuestra  isla  se  muestra  por  medio  de  una  tendencia  vertical  formando 
soles  truncos,  portales,  garitas,  verjas  y vegetación  tropical 
combinándose  para  formar  la  imagen  de  un  Cristo  crucificado. 

Andrés  M.  Bueso  Martínez  (Andy  Bueso)  nació  en  Río  Piedras, 
Puerto  Rico  en  1950.  Su  inquietud  por  el  arte  comenzó  desde  temprana 
edad.  Estudió  con  su  padre  el  pintor  Andrés  Bueso  Sanllehi  y con 
maestros  como  Waldemar  Morales,  Antonio  Gantes  y Manuel  San 
Miguel.  Obtuvo  su  Bachillerato  en  Artes  en  la  Universidad  de  P.R.  en 
1976  y su  Maestría  en  Artes  Plásticas  en  Pratt  Institute,  New  York  en  el 
1981,  ambos  con  honores.  Se  ha  desempeñado  en  pintura,  dibujo,  artes 
gráficas,  escultura,  medios  mixtos.  También  ha  trabajo  como  diseñador 
gráfico  y cine  animado  en  el  desarrollo  de  las  escenografías  de  “Las 
Plumas  del  Múcaro”  y otros  trabajos  comerciales  de  animación.  Sus 
pinturas  y medios  mixtos  han  estado  expuestos  en  Galerías  y Museos  en 
P.R.,  New  York,  New  Jersey  y ha  recibido  premios  y honores  en 
prestigiosos  certámenes  locales  e internacionales.  Su  obra  “En  Coamo 
Hay  Manfió"  ha  sido  aceptada  para  participar  en  el  “ XX  Premio 
Inlernacional  ele  Arle  Contemporáneo  ele  Momeearh  ",  auspiciado  por 
la  Fundación  Príncipe  Pierre  de  Mónaco.  Dicha  obra  forma  parte  de  la 
colección  “Paisajes  Agrícolas”.  Este  evento  tendrá  lugar  el  1 5 de  mayo 
del  1986  enel  Principadode  Mónaco.  Actualmente  Bueso  se  desempeña 
como  profesor  de  dibujo  y pintura  en  su  estudio  en  Río  Piedras. 

1.a  Asociación  Médica  de  Puerto  Rico  agradece  al  artista  su 
colaboración  al  permitir  el  uso  de  esta  obra,  tan  apropiada  para  la 
época  de  cuaresma,  en  la  portada  de  nuestro  Boletín. 
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The  Use  of  Naltrexone  With 
Opiate  Addicts 


On  November  28,  1984, The  Food  and  Drug  Administration.  Made  public  its  approval  of 
Naltrexone,  a pure  opiate  antagonist  nontoxic  for  the  maintenance  of  opiate  dependent 
patients  that  have  been  previously  detoxified.  This  newly  approved  pharmacological  agent  has 
been  shown  to  be  effective  in  extinguishing  the  opiate  habit  in  well  motivated  patients,  adequately 
supported  by  relatives  and  who  have  adequate  vocational  skills.  Of  great  interest  to  our  colleagues 
is  the  fact  that  addicted  physicians  have  an  extraordinary  successful  response  when  naltrexone 
maintenance  is  used  in  their  psychiatric  rehabilitation. 

Pilot  experiences  have  shown  us  that  the  best  therapeutic  application  of  this  drug  occurs  when 
used  in  conjunction  with  drug  dependence  rehabilitation  program  teams  that  can  provide  the 
necessary  biopsychosocial  support.  We  urged  physicians  not  to  follow  these  patients  at  their  solo 
practices.  This  action  might  bring  added  burden  to  their  professional  time  plus  the  risk  of  having 
to  deal  with  a population  who  has  strong  sociopathic  tendencies.  Specialized  treatment  teams 
minimize  these  risks  and  greatly  favor  the  eventual  rehabilitation  of  adequately  screened  and 
selected  patients. 

We  welcome  very  gladly  this  new  drug  that  should  improve  our  efforts  to  rehabilitate  a large, 
growing  segment  of  our  population. 


ERICK  F.  SANTOS,  M.D. 

Chief  Coordinator 

Drug  Dependence  Treatment  Program 
Veterans  Administration  Hospital 
San  Juan,  Puerto  Rico 
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ESTUDIOS  CLINICOS 


Acute  Epiglottitis:  Experience  at 
the  University  Pediatric  Hospital 


Maximino  Linares,  M.D. 
Felicita  Gotay,  M.D. 
Alicia  Fernández,  M.D. 
Juan  J.  Santana,  M.D. 


Abstract:  Twenty  six  children  with  acute  epiglotittis 

were  admitted  to  the  University  Pediatric  Hospital  Intensive 
Care  Unit  between  1975-1982,  Age  range  was  from  7mo.  to 
6 years.  Stay  at  the  Intensive  Care  Unit  ranged  from  one  to 
4 days.  Lateral  neck  radiograph  was  extremely  useful  in 
arriving  to  diagnosis.  All  patients  in  the  series  survived. 
Immediate  institution  of  airway  and  antibiotics  were  the 
mainstay  of  treatment.  Endotracheal  intubation  was  the 
airway  of  choice. 


Acute  epiglottitis  is  a rapid  and  life  threatening 
inflammation  of  the  supraglottic  larynx  that  may 
result  in  sudden,  severe  and  rapidly  progressive  airway 
obstruction.  The  disease  was  well  described  in  the  1940’s, 
although  it  was  recognized  sporadically  since  the  16th 
century.  The  mortality  in  the  early  days  approached 
100%.  Camps  reported  between  1950-60  29  patients  with 
acute  epiglottitis  of  which  26  died  of  airway  obstruction.  * 
Today  with  the  use  of  artificial  airways,  antibiotics  and 
intensive  care  units,  the  mortality  of  acute  epiglottitis  has 
decreased  to  approximately  2%. 

The  purpose  of  this  paper  is  to  report  the  experience  of 
the  Pediatric  Intensive  Care  Unit  (PICU)  of  the  Univer- 
sity Pediatric  Hospital  (UPH)  from  1975-1982.  It 
emphazises  the  diagnostic  methods  and  airway  manage- 
ment by  tracheal  intubation  as  done  in  our  institution. 

Materials  and  Methods 

The  data  was  collected  prospectively  between  1975- 
1982  of  a total  of  26  patients  admitted  to  the  UPH 
Intensive  Care  Unit.  Diagnostic  criteria  included:  clinical 
symptoms  and  signs  compatible  with  the  diagnosis, 
positive  lateral  X-rays  of  the  neck  and  direct  visualization 
of  the  swollen  epiglottis. 

Two  staff  members  collected  the  data  from  1975-1979 
and  1980-82,  respectively.  Data  for  sex,  age,  vital  signs, 
length  of  intubation,  length  of  hospital  stay,  length  of 
PICU  stay,  antibiotic  therapy.  X-rays,  blood  and  upper 
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respiratory  tract  cultures  were  taken  in  all  patients.  Data 
for  signs  and  symptoms  of  epiglottitis  and  steroid  use  was 
obtained  for  all  the  12  patients  between  1980-1982. 

The  age  range  was  between  7mo.  and  6 years,  1 1 
patients  (42.3%)  were  below  2 years  of  age,  13  patients 
(50%)  from  2-5  years  and  2 (7.7%0  from  5 to  6 yrs.  There 
was  a male  predominance:  15  males  (57.7%)  and  11 
females  (24.5%).  (Tables  I and  II) 

The  airway  management  was  as  follows:  25/26  (96%) 
were  intubated  and  1/26  (3.8%)  had  a tracheostomy  on 
arrival  to  the  Intensive  Care  Unit.  The  intubation  route 
data  was  obtained  for  12  patients.  Orotracheal  intuba- 
tion was  the  preferred  one  (8  patients;  66.7%)  and  the 
length  of  the  intubation  period  was:  8/26  (31%)  less  than 
24  hrs;  12/26  (46%)  for  24-48  hrs,  and  6/26  (23%)  over 
48  hrs. 

The  average  duration  of  Ampicillin  and  Chloromycetin 
therapy  were  8.2  and  3.  5 days  respectively.  Some  of  our 
patients  9/26  (34.6%)  received  steroids  during  treatment. 

No  fatalities  were  reported. 


TABLE  I 


Age  in  Incidence  in  26  Cases  of  Acute  Epiglottitis 


0-2  yrs  2-5  yrs  75  yrs 

Age 
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TABl.K  II 


Sc\  Incidence  in  16  Cases  of  Acute  Epiglottitis 


Males  Females 

Sex 


Clinical  findings 

History  data  was  collected  for  12  patients,  50%  of 
which  had  upper  respiratory  tract  symptomatology 
previous  to  onset  of  epiglottitis.  The  duration  of 
symptoms  ranged  from  4 to  72  hrs. 

On  physical  examination  20/26(77%)  had  respiratory 
rates  greater  than  30/min,  26/26  (100%)  had  heart  rates 
greater  than  120/min.  The  physical  signs,  collected  for 
the  patients  between  1980-82,  were:  respiratory  distress 
and  tachypnea,  12/12  (100%)  dysphagia,  10/12  (83%); 
drooling  was  observed  in  8/12  (66%);  stridor  was 
observed  in  7/12  (58%);  hoarseness  was  seen  in  6/12 
(50%);  barky  cough  in  3/12  (25%)  and  2/12  (16%) 
maintained  and  open-mouth  sitting  position.  (Table  III) 

TABLE  III 


Signs  and  Symptoms  of  Epiglottitis 


Respiratory  Dyspbagial  Drooltag  SirMor  Hoaneneu  Bariiy  Sitting 

Distna  Coagb  potliioa 


Radiological  findings 

The  lateral  head  and  neck-  X-ray  was  extremely  useful 
in  attaining  the  diagnosis,  being  positive  in  16/17  (94%) 
of  patients.  Only  one  patient  had  a negative  neck  X-ray 
but  had  the  clinical  findings  of  epiglottitis  and  evidence  of 
swollen  epiglottis  on  direct  visualization.  Of  the 
remaining  nine  patients.  7 were  taken  directly  to  the  O.R. 


for  visualization,  one  was  intubated  on  arrival  to  the 
Intensive  Care  Unit  and  one  arrived  to  the  unit  with  a 
tracheostomy. 

The  chest  X-rays  were  positive  in  7/21  (33%):  six  of 
them  showed  pneumonia  and  one  revealed  a pneumo- 
thorax. 

Laboratory  findings 

Hemoglobin  levels  ranged  from  9.8  - 18.2  gm/dl.  with 
leukocytosis  greater  than  15,000  in  18/26  (69%)  of 
patients. 

Of  the  26  patients  treated  13/26  (50%)  had  received 
antibiotics  previous  to  their  admission  to  the  Intensive 
Care  Unit. 

Blood  cultures  were  done  to  all  patients,  of  these  5/26 
(19%)  yielded  Hemophillus  influenzae  type  B.  Cultures  of 
the  upper  respiratory  tract,  trachea,  and  nasopharynx 
revealed  a wide  variety  of  organisms. 

The  length  of  hospital  stay  ranged  from  3 to  12  days 
with  an  average  of  7 days.  The  stay  at  the  Intensive  Care 
Unit  ranged  from  one  day  to  4 days  with  a mean  of  58  hrs. 

Discussion 

Acute  epiglottitis  is  most  frequently  seen  in  the 
preschool-age,  in  this  study  92%  of  patients  were  under  5 
years  old. 

In  the  early  1970’s  tracheostomy  was  advocated  as  sole 
therapy  for  epiglottitis.  Benjamin  and  O’  Reilly;^  Cohen 
and  Chai;^  had  reported  their  respective  series  in  which 
tracheostomy  was  the  favored  procedure  in  the  manage- 
ment of  acute  epiglottitis.  Later  Shuller  and  Birck‘'(  1975) 
demonstrated  no  mortality  and  low  morbidity  with 
endotracheal  intubation,  a non-invasive,  non-surgical 
procedure  where  the  airway  intervention  is  shorter. 

A conservative  approach  in  the  management  of  such  a 
pediatric  emergency  is  controversial,  since  the  spectrum 
of  symptoms  and  predicting  factors  of  complete  airway 
obstruction  can  not  be  completely  assessed.  This  is  sup- 
ported by  the  findings  in  our  study,  where  the  duration  of 
symptoms  ranged  from  4 to  72  hrs. 

Wetmore  and  Handler^  reported  18  cases  with  minimal 
airway  symptoms  which  were  closely  monitored  at  their 
intensive  care  unit.  Three  of  the  patients  progressed  and 
required  intubation  and  tracheostomy;  the  remaining  15 
resolved  without  morbidity  or  mortality.  Rivers*  reported 
seven  cases  of  epiglottitis  in  adult  patients  in  which 
failure  to  establish  a diagnosis  and  adequate  airway 
resulted  in  a fatal  outcome  in  a short,  4-8  hrs.  interval. 

The  clinical  picture  usually  begins  abruptly,  with  high 
fever  (102°F),  dysphagia  and  sore  throat;  these  may  be 
the  first  features  of  an  epiglottic  inflamation.  Some 
patients  assume  a sitting  position,  with  a stiff  neck,  which 
they  are  reluctant  to  move  and  can  be  therefore  easily 
confused  with  the  nuchal  rigidity  of  meningeal  irritation. 
Nevertheless  the  Brudzinsky  reflex  is  absent  and  contrary 
to  meningitis  these  patients  resist  rotation  as  well  as 
flexion  of  neck’  Leaning  forward,  a persistently  open 
mouth  and  drooling  are  signs  that  show  that  the  epiglottis 
is  so  severely  inflamed  that  even  swallowing  of  saliva  is  a 
markedly  painful  event.  Oxygen  therapy,  ideally  with 
humidified  air,  should  be  instituted  as  soon  as  respiratory 
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distress  is  observed.  As  soon  as  the  patient  starts  getting 
tired,  respiratory  failure  and  cardiac  arrest  follows  within 
minutes  to  a few  hours.  It  is  important  to  emphasize  the 
avoidance  of  even  minor  physical  alteration  of  the 
patients,  since  this  may  produce  total  obstruction  of  the 
airway. 

If  the  patient  condition  permits,  lateral  neck  X-ray 
should  be  done  in  order  to  confirm  the  diagnosis.  This 
should  be  done  with  provision  of  immediate  airway 
management  with  personnel  trained  in  endotracheal 
intubation. 

In  epiglottitis  five  hallmarks  are  seen  on  a lateral  neck 
X-ray:  open  mouth  or  protruding  jaw,  dilated  hypo- 
pharynx,  encroachement  of  the  lingual  aspect  of  the 
epiglottis,  “thumb  sign”  or  thickened  appearance  of  the 
epiglottis,  and  a straight  or  kyphotic  cervical  column. 
(Figure  1) 

Wetmore  and  Handler^  reported  a series  in  which  77% 
of  cases  yielded  positive  lateral  neck  X-rays.  In  our  series 
they  were  positive  in  a greater  number  of  cases  (94%) 


Figure  I.  Lateral  radiograph  of  the  neck  in  a patient  with  epiglottitis 
evidencing  a dilated  hypopharynx,  reduced  vallecular  si/e  due  to  a swollen 
and  thickened  epiglottis.  There  is  also  swelling  of  the  aryepiglottic  folds 
(“thumb  sign”)  and  reversed  cervical  curvature. 


Once  the  diagnosis  is  made,  the  next  step  is  to  secure 
an  airway.  This  should  be  performed  at  the  operating 
room  with  fully  qualified  personnel  for  intubation 
and/or  tracheostomy. 

Enoken  reported  a series  of  20  children  in  which 
nasotracheal  intubation  by  a qualified  anesthesiologist, 
with  close  observation  at  the  intensive  care  unit,  proved 
to  be  a safe  method  of  management  with  negligible 
morbidity  and  mortality.* 

Special  care  should  be  taken  to  avoid  accidental 
extubation;  the  patient  should  be  restrained  or  sedated  if 
indicated.  Regular  chest  therapy  should  be  employed  to 
mobilize  secretions  and  avoid  clogging  of  the  tube. 

Most  series  report  positive  blood  cultures  with 
Hemophilus  influenzae  type  B in  80%  of  cases.  In  our 
study,  the  high  number  of  patients  which  received  anti- 
biotic therapy  prior  to  diagnosis  could  explain  the  low 
yield  of  positive  cultures. 

Intravenous  antibiotics  against  Hemophilus  influenzae 
type  B should  be  started  once  the  airway  is  secured  and 
blood  cultures  are  taken.  Steroid  therapy  is  of  no  use  in 
the  treatment  of  epiglottitis,  in  our  study  the  criteria  for 
their  use  included:  difficult  or  traumatic  intubation 
and/or  prolonged  intubation.  This  study  failed  to  define 
any  relationship  between  the  use  or  omission  of  steroids, 
the  previous  use  of  antibiotics  and  chest  X-ray  findings 
with  hospital  stay,  duration  of  intubation,  or  length  of 
stay  at  the  Intensive  Care  Unit. 


Conclusions 

1)  Acute  epiglottitis  is  a life-threatening  emergency 
which  could  result  in  sudden  respiratory  failure  which 
may  be  fatal. 

2)  The  acute  onset  of  fever,  and  dysphagia  followed  by 
sudden  respiratory  distress  should  alert  the  physician 
towards  the  diagnosis. 

3)  Not  disrupting  the  child,  maintaining  oxygenation 
and  adequate  transport  to  a center  with  qualified 
personnel  in  artificial  airway  management  is  of  vital 
importance. 

4)  Lateral  neck-X-ray,  if  the  patient  condition  permits 
are  very  helpful  in  attaining  a diagnosis. 

5)  Establishing  a patent  airway  should  be  done  by  a 
qualified  anesthesiologist  and  ENT  specialist  at  the 
operating  room. 

6)  The  patient  should  be  monitored  closely  at  the 
intensive  care  unit,  encouraging  frequent  chest  therapy 
and  providing  adequate  restraints  and  sedation. 

7)  Intravenous  antibiotics  to  cover  Hemophillus 
influenzae  type  B should  be  started  after  assuring  an 
airway  and  blood  cultures  are  taken.  Ampicillin  at 
200/mg/kg/day  and  Chloromycetin  100  mg/kg/day  are 
accepted  for  initial  therapy  until  blood  cultures  and 
ancillary  tests  results  are  available. 

8)  The  use  of  Zinaceff  which  has  a good  coverage  for 
H.  influenzae  is  another  therapeutic  alternative. 

9)  In  our  study,  there  was  no  relation  between  the  use  of 
steroids,  previous  use  of  antibiotics  & positive  chest 
X-rays  with  the  hospital  stay,  duration  of  symptoms,  or 
length  of  stay  at  the  Intensive  Care  Unit. 
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10)  Lateral  neck  X-ray  proved  to  be  a useful  tool  in  the 
diagnosis,  with  a high  yield  in  94%  of  cases. 

1 1)  The  use  of  antibiotics  previous  to  admission  (50% 
of  patients)  accounted  for  the  low  yield  of//,  influenzae  in 
the  blood  cultures. 

12)  After  an  airway  is  secured  a careful  examination 
for  evidence  of  pneumoniae,  meningitis,  septic  arthritis 
or  pericarditis  is  in  order. 

13)  In  the  500  cases  reported  in  the  literature  of 
H.  Influenzae  type  B epiglottitis,  recurrence  is  virtually 
unknown. 

Resumen:  Veintiséis  pacientes  con  el  diagnóstico  de 

epiglotitis  fueron  hospitalizados  en  la  Unidad  de  Cuidado 
Intensivo  del  Hospital  Pediátrico  Universitario  de  1975- 
1982.  La  edad  fluctuó  desde  7 meses  a 6 años.  La  estadía  en 
la  Unidad  de  Cuidado  Intensivo  fue  de  uno  a cuatro  días.  La 
radiografía  lateral  de  cuello  fue  de  gran  utilidad  para  llegar 
al  diagnóstico.  Todos  los  pacientes  sobrevivieron.  El 
establecimiento  de  una  vía  aérea  adecuada  mediante  la 
intubación  endotraqueal  y la  institución  de  antibióticos  con 
cobertura  adecuada  para  Hemophillus  influenzae  tipo  B 
fue  la  meta  de  tratamiento. 
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$500,000,000  OF  RESEARCH 
HELPED  CLIFF  SHAW 
PLAY  BASEBALL  AT  AGE  85. 

In  November  1973, 

Cliff  Shaw  was  stricken 
with  cancer. 

Fortunately,  it  was 
detected  early  enough. 

And  with  surgery,  Cliff 
was  able  to  continue  liv- 
ing a healthy,  active  life. 

There  was  a time 
when  such  a diagnosis 
was  virtually  hopeless. 

But  today,  cancer  is 
being  beaten.  Over  the 
ears,  we’ve  spent 
500,000,000  in  research. 

And  we’ve  made  great 
strides  against  many 
forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate  for  colon  and 
rectal  cancer  can  be  as  high  as  75%.  Hodgkin’s  disease,  as  high  as  74%. 
Breast  cancer,  as  high  as  90%. 

Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It’s  a whole  new  ball  game. 
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On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 
add  ISOPnN^ 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginai  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%) 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . . for  more  comprehensive  antianginai 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 
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without  beta-blocker 
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80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g,,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e  g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  IS(3pTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
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Summary:  We  reviewed  the  experience  with  surgical 

management  of  solitary  thyroid  nodules  in  patients  under 
18  years  of  age.  During  the  15  year  period  evaluated,  a total 
of  49  pediatric  patients  had  undergone  surgery  for  a 
dominant  thyroid  mass.  Post-operative  pathologic  evalua- 
tion of  these  thyroid  nodules  demonstrated  that  80%  were 
benign  and  20%  were  malignant.  The  most  frequent  benign 
diagnosis  was  follicular  adenoma  (53%).  Among  the 
malignant  lesions,  the  most  common  diagnosis  was 
papillary  adenocarcinoma.  Our  series  had  an  over-all 
female  predominance  in  a ratio  of  4:1,  but  males  had  a 
higher  incidence  of  malignant  lesions  (33%)  as  compared  to 
females  (18%).  Available  diagnostic  methods  for  attempt- 
ing differentiation  of  benign  from  malignant  lesions  were 
not  significantly  helpful.  The  inconclusive  information 
obtained  from  history  and  laboratory  data  suggest  that 
surgery  continues  to  have  an  important  role  in  the  manage- 
ment of  children  with  solitary  thyroid  nodules. 


Results 

A total  of  49  cases  were  evaluated.  There  were  40 
females  and  9 males  in  the  series.  The  ages  ranged  from  4 
to  18  with  apeak  incidence  between  15and  lóyearsofage 
(Table  I). 

All  of  the  patients  were  clinically  euthyroid.  Family 
history,  duration  of  symptoms,  size  of  nodule,  change  in 
size  and  firmess  were  similar  among  both  benign  and 
malignant  lesions.  Two  of  the  patients  had  history  of 
external  irradiation  to  the  neck  area,  but  both  had  benign 
lesions. 

On  the  pre-operative  evaluation,  clinically  suspicious 
adenopathies  were  present  in  60%  of  malignant  lesions 
but  only  in  one  patient  with  a benign  lesion. 

All  patients  had  normal  thyroid  function  studies  (PBI, 
T4  and  T3)  except  for  one  patient  who  had  an  isolated 
mild  elevation  of  T3.  Thyroid  scanning  with  technetium 


The  main  problem  the  physician  faces  in  the  mana- 
gement of  a solitary  thyroid  nodule  is  to  rule  out 
malignancy.  The  reported  incidence  of  carcinoma  in 
dominant  thyroid  nodules  has  varied  greatly  among 
different  series, some  suggesting  that  it  is  higher  in 
children.'”^  Since  the  ultimate  pathologic  diagnosis  may 
very  greatly  in  patients  with  a similar  clinical  presenta- 
tion, the  appropriate  therapy  of  such  thyroid  masses 
continues  to  be  controversial. 

In  an  effort  to  clarify  some  of  these  issues,  we  have 
reviewed  the  experience  of  our  institutions  during  the 
past  1 5 years  in  the  management  of  thyroid  nodules  in  the 
pediatric  patient. 

Material  and  Methods 

The  records  of  all  patients  under  18  years  of  age  who 
had  been  surgically  managed  for  solitary  thyroid  nodules 
from  1970  to  1984  were  reviewed.  Information  pertaining 
to  the  history,  physical  examination,  preoperative  labo- 
ratory data,  intraoperative  data  and  the  pathologic  diag- 
nosis was  obtained.  There  were  49  cases  evaluated. 

Those  patients  referred  after  surgical  treatment  at 
other  institutions  and  others  that  underwent  surgery  for 
nodular  toxic  goiter  were  excluded  from  the  study. 


From  the  Department  of  Surgery  of  the  University  of  Puerto  Rico  and 
the  Surgery  Services  of  the  University  District  Hospital  and  San  Juan  City 
Hospital  at  San  Juan  and  Damas  Hospital  at  Ponce,  Puerto  Rico. 

Reprint  requests:  Leonardo  yalentin.  M.D..  Department  of  Surgery, 
University  of  Puerto  Rico.  Medical  School.  G.P.O.  Box  5067.  San  Juan. 
Puerto  Rico  00936 
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(’’m  Xc)  performed  in  39  of  the  patients,  revealing  a 
cold  lesion  in  69%  of  the  cases.  Hot  or  warm  lesions 
received  thyroid  suppression  for  a 6 month  period  and  if 
during  this  time  the  nodule  failed  to  decrease  in  size, 
surgery  was  recommended.  All  cold  nodules  underwent 
surgery. 

Sonograms  were  not  routinely  performed  but  on 
pathological  examination  of  the  surgical  specimens,  21 
(54%)  of  the  benign  lesions  had  cystic  components  while 
none  of  the  malignant  cases  did  so. 

Fine  needle  aspiration  cytology  was  done  in  only  two 
patients  proving  to  be  non-diagnostic  both  times. 

All  patients  in  this  series  underwent  thyroid  lobectomy 
with  pathological  evaluation  of  the  lesion.  Thyroid 
masses  reported  as  malignant  were  managed  by  total  or 
near  - total  thyroidectomy  in  90%  of  the  cases.  When 
nodes  were  present  in  the  neck  area  a modified  neck  dis- 
section was  performed.  Pathological  examination  of  the 
surgical  specimen  demonstrated  that  80%  of  the  lesions 
were  benign  and  20%  were  malignant  (Table  II).  The 
most  frequent  benign  diagnosis  was  follicular  adenoma 
(53%)  and  the  most  common  malignant  diagnosis  was 
papillary  adenocarcinoma.  Malignancies  were  more 
frequent  among  male  patients  (33%)  as  compared  to 
females  (18%)  as  shown  in  Table  III.  Patients  with 
thyroid  cancer  have  been  followed  with  total  body  '^‘I 
scans  which  revealed  uptake  in  cervical  and  mediastinal 
locations  in  eight  out  of  nine  patients  in  spite  of  total 
thyroidectomies. 

There  have  been  no  mortalities  in  this  group,  with  a 
maximum  follow  up  of  8 years. 


TABLE  II 


Pathologic 

Diagnosis 

No.  of  cases 

Percentage 

Benign 

39 

79.6% 

Follicular  adenomas 

26 

53.1% 

Nodular  goiter 

8 

16.3% 

Mashimoto’s  thyroiditis 

2 

4.1% 

Colloidal  cyst 

2 

4.1%, 

Other 

1 

2.0% 

Malignant 

10 

20.4% 

(Papillary,  Follicular 
or  mixed  adenocarcinoma) 

10 

20.4% 

Total 

49 

100%, 

TABLE  III 

Sex  Distribution 

Female 

Male 

Benign 

33 

6 

Malignant 

7 

3 

Total 

40 

9 

Discussion 

In  spite  of  all  the  new  technology  available  to  the 
clinician,  the  ability  to  determine  pre-operatively  the 
correct  diagnosis  of  a solitary  thyroid  nodule  continues 
to  be  a problem. 

One  should  begin  by  a careful  history  to  rule  out  prior 
irradiation  to  the  head  and  neck  areas  which  is  a known 
predisposing  factor  to  thyroid  cancer.*  Then,  the  features 
of  the  nodule  on  physical  exam  may  give  a clue  as  to  the 
correct  diagnosis,  since  thyroid  cancers  have  been 
described  as  hard  nodules,  often  fixed  to  surrounding 
structures  and  with  involved  palpable  nodes  in  the  neck 
area.  Upon  reviewing  our  experience  we  found  that  the 
size  of  the  nodule  or  its  firmness  was  not  of  help,  but  the 
presence  of  clinically  suspicious  adenopathies  in  the  neck 
area  was  often  associated  with  malignancy  (60%).  The 
high  association  of  cervical  nodes  with  thyroid  carcino- 
mas has  been  consistent  with  the  experience  of  others.® 

Among  the  tests  suggested  for  the  pre-operative 
evaluation  of  thyroid  masses,  have  been  scintiscanning, 
sonography  and  aspiration  cytology. 

X Scintiscanning  techniques  are  at  best  inconclusive, 
since  in  spite  of  the  small  incidence  of  carcinomas  in  hot 
nodules,  malignancy  cannot  be  completely  ruled  out.'° 
At  present  the  indication  for  performing  a thyroid  scan  is 
to  exclude  abnormalities  of  development  and  migration 
of  the  gland,  such  as  a nodule  being  the  only  thyroid 
tissue  present  with  agenesis  of  the  contralateral  lobe." 

Sonography  may  provide  evidence  of  a cystic  com- 
ponent within  the  mass  which  is  most  often  associated 
with  benign  lesions,  unfortunately  some  carcinomas  may 
also  present  with  cystic  cavities  resulting  from  necrosis 
and  degeneration  of  the  tumor. 

Aspiration  cytology  has  been  one  of  the  new  tech- 
niques which  is  reported  to  improve  diagnostic  accuracy 
in  the  management  of  thyroid  masses, yet  in  our 
series  the  experience  was  limited  to  two  cases  in  which 
they  were  both  non-diagnostic. 

The  incidence  of  thyroid  adenocarcinoma  in  our  group 
of  patients  was  similar  to  that  reported  by  others.'  In 
general  the  incidence  of  malignancy  in  surgical  series  has 
ranged  from  14  to  40%.'"*  Surely,  the  true  incidence  of 
carcinoma  is  lower  than  that  found  in  surgical  cases,  since 
nodules  that  disappear  spontaneously  or  after  hormonal 
suppresion  are  excluded  from  these  series.  Rallison  and 
CO  - workers’  found  that  the  risk  of  a nodularity  being 
malignant  was  approximately  2%  in  a normal  childhood 
population. 

The  higher  incidence  of  thyroid  carcinomas  among 
males  as  well  as  the  rather  good  prognosis  found  in  our 
series  of  pediatric  patients  in  spite  of  the  often  advanced 
stage  at  the  time  of  the  diagnosis,  was  consistent  with  the 
experience  in  the  literature. 

In  summary,  we  found  that  none  of  the  currently 
available  pre-operative  tests  were  reliable  in  differen- 
tiating benign  from  malignant  thyroid  nodules  pre- 
operatively  in  our  institutions.  At  the  present  state  of  the 
art,  surgery  continues  to  have  an  important  role  in  the 
management  of  children  with  solitary  thyroid  nodules. 
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Resumen:  Se  revisó  la  experiencia  en  el  manejo  qui- 

rúrgico de  pacientes  menores  de  18  años  de  edad  con 
nódulos  solitarios  del  tiroides.  Durante  el  período  de  15 
años  evaluado,  un  total  de  49  pacientes  pediátricos  fueron 
operados  de  masas  dominantes  del  tiroides.  La  evaluación 
patológica  post-operatoría  de  éstos  nódulos  tiroideos 
demostró  que  80%  eran  lesiones  benignas  y 20%  eran 
malignas.  El  diagnóstico  benigno  más  frecuente  fue 
adenoma  folicular  (53%). 

Entre  las  lesiones  malignas,  el  diagnóstico  más  común 
fue  adenocarcinoma  papilar.  En  nuestra  serie  se  notó  una 
predominancia  femenina  en  una  razón  de  4:1,  pero  los 
varones  tuvieron  una  incidencia  de  malignidad  más  alta 
(33%)  que  las  hembras  (18%).  Las  pruebas  diagnósticas 
disponibles  para  tratar  de  diferenciar  entre  lesiones 
benignas  y malignas  pre-operatoriamente,  no  ayudó 
signífícativamente  en  nuestros  pacientes.  La  naturaleza 
inexacta  de  la  información  obtenida  del  historial  y pruebas 
de  laboratorio  sugiere  que  la  cirugía  aún  tiene  un  papel 
importante  en  el  manejo  de  niños  con  nódulos  solitarios 
tiroideos. 
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Seivicios  de  Facturación 
y Cobro  especialmente 
diseñado  para  atender  sus 
NECESIDADES 

Senricios  Profesionales  a 
costos  bien  razonables 

MAS  DE  100  clientes 
satisfechos  pueden 
certificar  la  calidad  y 
efectividad  de  estos 
servicios 

¡Ahora  con  Servicios  de 
Facturación  y Cobro  por 
medios  electrónicos  a 
Medicare-Parte  B! 

Un  servicio  que  acelera 
en  50%  el  pago  de  las 
reclamaciones. 

Senricios  disponibles 
a hospitales,  médicos, 
dentistas,  farmacias  y 
laboratorios  clínicos 


He  aquí  la  opinión  de  varios  distinguidos  profe- 
sionales médicos: 

“Los  servicios  de  Heoith  Plans  han  aumentado  la 
eficiencia  de  mi  oficina  y no  tengo  que  preocu- 
parme por  mantenerme  al  día  con  mis  cuentas 
por  cobrar." 

Dr  Germán  Lósala 
Patólogo,  Santurce,  P.R. 

"He  utilizado  los  servicios  de  Health  Plans  desde 
1982.  Es  un  sistema  profesional  y completo  que  me 
ofrece  la  oportunidad  de  dedicar  más  tiempo  a mi 
práctica  y mi  familia." 

Or.B«n)amín  Betancourt 

Cardiólogo.  Santurce.  P R. 


"Con  Health  Plans  mis  cuentas  por  cobrar  se  man- 
tienen al  día  y mis  recursos  financieros  se  han 
estabilizado," 

Dr.  José  Vargas  Cordero 

Ginecólogo,  Caguas,  P R, 

Oficina  Central: 

Calle  Padre  las  Casas  #13,  Urb.  El  Vedado, 

Hoto  Rey,  P.R.  00918/Teléfonos:  758-3482  ó 751-8286 
Oficina  Regional  Ponce: 

Coliseo  Shopping  Center,  Suite  209, 

Ponce,  P.R.  00731  / Teléfono:  844-0375 
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Naltrexone;  Useful  Tool  In  the 
Treatment  of  Heroin  Users: 

A Review  of  the  Literature 

Erick  F.  Santos,  M.D. 


Summary:  Naltrexone  has  been  demonstrated  to  be  an 

effective  blocker  of  opiate  receptors.  The  use  of  naltrexone 
with  highly  motivated,  family  supported,  work  oriented 
patients  has  been  found  to  be  very  effective.  This  treatment 
should  be  conducted  by  specialized  teams  that  can  provide 
adequate  therapeutic  support  to  the  patients  improving 
their  chances  for  rehabilitation. 

The  commercial  use  of  naltrexone  promises  to  have  a 
significant  impact  in  the  drug  rehabilitation  centers  thera- 
peutic effectiveness.  We  all  hope  that  this  relatively  safe 
and  effective  pharmacologic  agent  used  in  conjunction  with 
multimodality  techniques,  community  education,  and 
appropriate  legal  family  and  community  pressures  will 
prevent  thousands  of  human  loses  all  over  the  world,  as  well 
as  in  our  own  country. 

In  1951  Eckenhoff  reported  that  Nalorphine  was  an 
antidote  for  morphine  intoxication  in  Jtumans.' 
After  this  useful  observation  nalorphine  was  found  to 
have  analgesic  properties  in  itself,  but,  also  severe  dyso- 
phoric  and  respiratory  depression  properties.  Due  to 
these  facts  plus  the  hope  to  discover  a compound  with 
analgesic  properties  and  no  abuse  potential,  the  search 
for  other  opiate  antogonists  has  continued. 

Chemical  substitutions  to  the  basic  morphine  structure 
led  to  the  discovery  of  new  products  with  strong  opiate 
antagonistc  properties. 

Naloxone  and  naltrexone,  the  most  potent  and  perfect 
opiate  antagonists  are  made  after  the  following  modifica- 
tions to  the  morphine  chemical  structure: 

1)  Naloxone  - a double  oxygen  bond  in  position  6 and 
a prophyl  -CHjCH  - CHj  in  position  17. 

2)  Naltrexone  - a double  oxygen  bond  in  position  6 
and  a cyclo  propylmethyl  -CH2CH2  in  position  17. 

\ / \ 

CH  CH2 

Both  of  these  drugs  have  demonstrated  strong  opiate 
receptor  antagonistic  actions  with  almost  none  agonistic 
effects.  Naloxone  in  one  milligram  dose  l.V.  antagonizes 
25mg  of  heroin.  The  antagonistic  effects  of  naloxone  last 
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from  one  to  four  hours  depending  on  the  dose. 
Naltrexone  has  the  advantage  of  lasting  from  24  to  72 
hours  in  its  antagonistic  properties,  depending  on  the 
dose  given. ^ It  can  also  be  given  orally  without  losing  its 
efficacy  significantly.  However,  orally,  naloxone  is  only 
1/5  as  potent  as  when  given  parentally  due  to  its  rapid 
hepatic  metabolization.  Both  of  these  drugs  block 
promptly  the  effects  of  opioids  drugs  in  man,  being  useful 
in  treating  opioid  overdoses  and  in  helping  dependent 
individuals  to  become  abstinent. 

The  purpose  of  this  review  is  to  clarify  the  role  of 
narcotic  antagonists  in  the  rehabilitation  of  opiate 
dependent  individuals,  from  a point  of  view  of  a clinician, 
who  has  dedicated  several  years  to  study  strategies  for 
their  rehabilitation.  While  writing  this  review  on 
November  28,  1984,  F.D.A.  announced  the  approval  of 
naltrexone  as  a maintenance  drug  to  be  used  with 
detoxified  opiate  dependent  patients. 

Recent  Findings  (1979-85) 

Thirty  one  articles  were  reviewed  after  a medline 
search  was  conducted  at  the  San  Juan  Veterans  Adminis- 
tration Hospital.  The  articles  were  found  to  address  the 
multiple  factors  that  promoted  the  effectiveness  of 
naltrexone  or  cyclazozine  substitution  in  opiate  depen- 
dent individuals  treatment.  These  reports  followed 
current  accepted  scientific  methodologies,  and  their 
results  are  relevant  to  the  goals  of  this  review. 

For  the  purpose  of  organizing  the  findings  of  these 
timely  articles  in  a clinically  relevant  fashion,  we  have 
divided  them  into  the  following  categories: 

1.  effective  psychosocial  strategies  and  modalities  of 
treatment. 

2.  favorable  personal  characteristics  of  patients  to 
achieve  a good  outcome. 

3.  relevant  biological  factors. 

Effective  Psychosocial  Strategies  and 
Modalities  of  Treatment 

Greenstein  ( 1983)  studied  the  predictors  of  a favorable 
outcome  in  89  heroin  dependent  subjects.^  He  found  that 
the  best  predictors  of  success  were  the  duration  of  naltre- 
xone use,  (the  most  important)  and  to  be  employed  at  the 
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time  they  started  their  naltrexone  use.  Kosten  (1983) 
found  in  106  opiate  addicts  that  those  who  stayed  with 
relatives  generally  have  better  treatment  outcomes  than 
addicts  who  live  alone  while  involved  in  a Naltrexone 
Program.''  However,  this  effective  family  support 
depended  on  them  being  aware  of  the  addiction  problem 
of  the  subjects.  In  those  patients  that  both  spouses  and 
parents  are  aware  of  it,  the  prognosis  is  even  better.  Mirin 
( 1982)  found  that  the  education  of  patients  and  relatives 
was  essential  to  success  in  using  naltrexone  with  heroin 
addicts.^  Intensive  counselling  plus  behavior  modifica- 
tion techniques  were  recommended  by  Callahan  (1980).^ 
Grabowski  (1980)  reported  that  contingent  payment  to 
patients  was  an  effective  motivator  to  improve  com- 
pliance to  Naltrexone  use  in  heroin  addicts.’  Resnick 
(1979)  after  reviewing  the  clinical  use  of  narcotic 
antagonists  found  that  to  obtain  a good  therapeutic  effec- 
tiveness it  should  be  used  in  conjunction  with  psycho- 
social treatment  modalities.*  Anton  (1981)  reported  that 
opiate  dependent  patients  (N=25)  who  received  multiple 
family  therapy  stayed  longer  in  treatment  than  another 
group  (N=65)  involved  in  a standard  counselling  and 
supportive  psychotherapy  program.'’  Graboswki  (1979) 
observed  that  in  9 individuals,  treated  with  Naltrexone, 
response  based  schedules  of  payment  generated  a more 
regular  attendance  pattern  than  a time  based,  fixed 
interval,  schedule. Monetary  reinforcement  was  obser- 
ved to  increase  Naltrexone  treatment  duration.  These 
observations  also  indicated  that  a fixed  ratio  schedule  of 
dose,  (every  so  many  doses)  was  the  most  effective 
method  because  it  provided  a predictable  reinforcement 
for  the  ingestion  of  naltrexone.  The  explicit  consequence 
for  missed  doses  was  a delay  of  payment  and  that  the 
patients  perceive  the  schedule  as  fair.  Simpson  (1981) 
located  and  interviewed  1,496  persons,  who  had  received 
treatment  in  26  community  agencies  participating  in  the 
Drug  Abuse  Reporting  Program  in  continental  U.S.A. 
during  1972  and  1973."  He  found  in  interviews  conduc- 
ted during  1978  to  1979  that  positive  outcomes  increased 
linearly  with  the  length  of  time  patients  stayed  in 
treatment.  (For  those  who  stayed  in  treatment  more  than 
3 months.)  It  is  obvious  that  those  psychosocial  and 
biological  strategies  that  promote  the  attendance  of  these 
patients  to  the  clinics  or  treatment  centers  will  be  positive 
factors  in  their  rehabilitation.  Judson  found  that  (N-1  19) 
intensively  educated  patients  on  a L-alpha-acetylmethadol 
(LAAM)  for  at  least  6 months,  did  not  differ  from  a 
group  of  street  heroin  users  (N=46)  in  regard  to  the  time 
of  staying  on  naltrexone  maintenance.’’  She  concluded 
that  education  was  not  the  key  to  increase  the  retention  of 
patients  on  naltrexone  maintenance. 

Favorable  Personal  Characteristics  of  Patients  to 
Achieve  a Good  Outcome 

Goldstein  (1980)  observed  in  a Cyclazozine  Substitu- 
tion Program  that  the  best  response  occurred  in  the 
patient  with  late  onset  addiction,  higher  educational 
levels,  greater  acceptance  of  an  occupational  role  and 
who  have  viable  heterosexual  relationships."  Gold  in 
1982  reported  at  the  Annual  American  Psychiatric 
Association  Convention,  that  naltrexone  was  highly 


effective  in  the  rehabilitation  of  physician’s  dependent  on 
opiates."  Gitlin  (1981)  found  that  naltrexone  was  not 
useful  alone  in  relieving  patients  from  schizophrenia 
symptoms."  Obviously,  these  patients  were  in  need  to 
antipsychotics  plus  appropriate  supportive  psychothe- 
rapy to  improve  their  global  functioning. 

Relevant  Biological  Factors 

Rawson  (1979)  reported  that  naltrexone  diminished 
the  number  of  positive  urines  and  increased  the  time 
patients  stayed  in  treatment."  Mello  (1981)  in  a pilot 
double  blind  experimental  group  of  12  opiates  dependent 
patients,  found  that  naltrexone  was  highly  effective  in 
suppressing  heroin  self  administration  as  compared  to  a 
placebo  (P=0.001).‘’  Archer  (1981)  in  the  NIDA 
Research  Series  #28  explained  some  of  the  biochemical 
advantages  of  naltrexone  over  other  opiate  ágonists 
specially  its  long  duration  of  action  and  that  do  not 
produce  dysphoria  in  former  opiate  addicts."  Hollister 
(1981)  however,  reported  aversive  effects  of  this  drug  in 
20  non  opiate  users."  The  symptoms  found  were  loss  of 
energy,  gastrointestinal  disturbances  and  mental  depres- 
sion. Ellingboe  (1979)  reported  that  naltrexone  produced 
no  change  in  the  normal  prolactin  level  in  young  men 
(N=3)  with  a history  of  heroin  addiction.’®  Mendelson 
(1979)  found  the  suppression  of  plasma  testosterone  and 
leuteinizing  hormone  levels  following  a 10  day  period  of 
heroin  self  administration  in  6 subjects.”  This  was 
determined  by  a double  antibody  radioimmuno  assay. 
He  also  found  an  increment  in  basal  level  of  leuteinizing 
hormone  following  the  cessation  of  heroin  use.  A greater 
increase  was  observed  with  the  administration  of 
naltrexone.  Sternback  ( 1982)  found  in  two  opiate  addicts 
that  they  had  a 2.7  and  5.0kg  loss  of  weight  during  a three 
week  of  naltrexone  use  ( lOOmg  Mondays  and  Wednesdays 
and  150mg  on  Fridays).”  Dr.  Julious  (1979)  in  an 
excellent  summary  described  the  pharmacological  cha- 
racteristics of  naltrexone  as  follows:”  ability  to  anta- 
gonize the  euphoric  effects  of  opiates,  absent  agonistic 
effects,  especially  unpleasant  ones  in  addicted  patients, 
not  physically  addicting,  no  increased  tolerance  to  its 
antagonistic  actions,  absence  of  serious  side  effects  and 
toxicity  even  after  prolonged  use,  convenient  oral  admin- 
istration, long-lasting  duration  of  antagonistic  effects 
(50mg  antagonizes  narcotic  action  for  24  hours),  absent 
abuse  potential,  reverses  the  narcotic  effects  in  medical 
emergencies,  high  potency  allows  administration  of  small 
amounts  in  a biodegradable  vehicle,  case  of  availability  at 
a reasonable  cost  and  therapeutic  efficacy  in  the  treat- 
ment of  narcotic  addition.  Allen  in  1985  provided  data 
that  demonstrated  that  the  administration  of  naltrexone 
facilitated  sexual  behavior  in  estrogen  treated  female 
rats.’"  Washton  ( 1981 ) found  that  clonidine  hydrochloride 
was  an  effective  substance  for  the  outpatient  detoxifica- 
tion of  opiate  addicts  and  was  extremely  useful  in 
allowing  a safe,  rapid  switch  from  opiate  dependence  to 
naltrexone  without  having  to  use  inpatient  facilities.’^ 
The  discovery  that  chlornal  trexamine  showed  ultra  long 
lasting  activity,  narcotic  antagonist  activity,  three  to  six 
days  in  mice,  is  a clear  indication  that  in  the  near  future 
we  will  have  available  more  therapeutically  convenient 
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opiate  antagonists.  Portoghese  ( 1979)  wrote  this  interest- 
ing report. “ Gold  (1983)  reported  that  naltrexone 
blockade  tends  to  stimulate  the  production  of  endorphin 
and  may  shorten  significantly  the  time  needed  for  the 
endorphinergic  system,  previously  suppressed,  to  return 
to  normal  function.^’  Tempel  (1982)  found  that  chronic 
administration  of  naltrexone  in  rats  results  in  a marked 
increase  in  brain  opiate  receptors  Mu,  Delta  and  Kappa 
and  a modest  increase  in  the  Sigma  receptor.^*  The 
withdrawal  from  naltrexone  resulted  in  a return  to 
control  levels  in  6 days  as  revealed  by  (^H)  etorphine 
binding.  Obviously  there  must  be  feedback  mechanism 
functioning  to  explain  the  above  observation.  The 
elucidation  of  such  phenomenon  will  greatly  clarify  the 
mechanisms  of  opiate  dependence  and  withdrawal.  Gold 
( 1982)  studied  the  endorphins  reserves  of  addicts  after  the 
use  of  naloxone.^’  He  found  that  prior  to  the  use  of  the 
antagonists  their  cortisol  and  A.C.T.H.  response  were 
low  and  consistent  with  an  impaired  beta  endorphin 
A.C.T.H.  precursor  reserve.  In  contrast  both  naltrexone 
and  naloxone  have  caused  a marked  increase  in  plasma 
A.C.T.H.  and  cortisol  levels  in  normal  men.  These  data 
may  explain  part  of  the  severity  found  in  the  withdrawal 
response  from  methadone.  During  the  same  year  1982 
Gold  published  an  excellent  article  on  the  pharmacology 
of  naltrexone.^®  He  reported  that  naltrexone  was  17  times 
more  potent  than  naloxone  in  precipitating  abstinence 
symptoms.  It  is  highly  absorbable  from  the  G.I.  track 
distributed  quickly  to  tissues  and  then  slowly  released 
again  during  96  hours.  The  lowest  effective  plasma  level 
of  naltrexone  was  2.0ng/ml  after  a lOOmg  dose  and  a 
25mg  heroin  intravenous  challenge.  The  naltrexone 
effectiveness  lasted  48  hours  while  on  the  lOOmg  dose. 
The  best  therapeutic  schedules  seems  to  be  lOOmg 
mondays  and  Wednesdays  and  ISOmgfridays.  Naltrexone 
has  been  found  to  decrease  significantly  the  craving  and 
duration  of  the  secondary  abstinence  symptoms  expe- 
rienced by  former  addicts.  Pretreatment  with  naloxone 
decreases  the  increase  in  serum  prolactin  response  after 
an  opiate  agonist  administration.  Also,  contrary  to  the 
methadone  decrease  in  plasma  cortisol,  naltrexone 
increases  A.C.T.H.  and  cortisol  in  plasma.  The  chronic 
use  of  exogenous  opiates,  through  a regulatory  feedback 
mechanism,  causes  a deficiency  in  the  release  of  beta 
endorphin  and  A.C.T.H.  This  may  explain  the  prolonged 
abstinence  and  post  detoxication  depressive  symptoms  of 
exogenous  opiates  addicts  according  to  G^pld.^®  O’Brien 
in  1983  supported  the  use  of  naltrexone  for  the  rehabilita- 
tion of  former  opiate  dependent  patients  due  to  its  wide 
margin  of  safety  (up  to  800mg  per  day  without  apparent 
acute  toxicity  in  humans)  and  its  complete,  long  acting 
blocking  action  on  opiate  receptors.^'  He  also  brought 
that  the  most  common  side  effect  reported  has  been 
gastrointestinal  distress,  that  occurs  early  in  treatment 
most  likely  representing  a mild  opioid  withdrawal 
reaction.  Non  addicted  human  males  owever,  reported 
irritability,  dysphoria,  sexual  ideation  and  penile  erec- 
tions after  an  acute  50mg  dose  of  naltrexone.  These 
previous  signs  and  symptoms  have  not  been  previously 
reported  by  throughly  detoxified  opioid  addicts. 

In  a (1984)  placebo  controlled  study  reported  by  Du 
Pont  in  the  naltrexone  prescribing  information,  it  was 


found  that  hepatotoxicity  develops  in  5 of  26  patients 
receiving  300mg  daily  doses  of  naltrexone.  The  drug, 
therefore,  was  classified  as  contraindicated  for  patients 
having  an  acute  hepatitis  or  a liver  failure  syndrome. 

Conclusions 

From  the  previously  mentioned  original  works  and 
review  articles,  we  can  conclude  the  following; 

1.  Naltrexone  can  be  used  as  an  effective  modality  in 
diminishing  the  heroin  (opiates)  seeking  behavior  of 
dependent  patients. 

2.  The  effectiveness  of  naltrexone  increases  when 
several  biopsychosocial  modalities  are  available  and  used 
within  the  individual  treatment  plan. 

3.  Opiate  antagonists  effectiveness  increase  in  patients 
with  late  onset  of  addiction,  higher  educational  levels, 
greater  acceptance  of  an  occupational  role  and  viable 
heterosexual  relationships. 

4.  Maneuvers  to  improve  the  motivation  of  patients  to 
increase  compliance  to  naltrexone  use  such  as  contingent 
payment,  are  useful  in  the  rehabilitation  of  heroin  users. 

5.  Those  patients  who  received  multiple  family 
therapy  sessions,  stayed  longer  in  naltrexone  treatment 
than  another  group  using  standard  counseling  and 
supportive  psychotherapy. 

6.  No  significant  side  effects  have  been  found  in 
former  opiate  addicts  with  the  use  of  naltrexone  at  the 
usual  clinical  doses. 

7.  Therapeutic  maneuvers  that  decrease  drug  seeking 
behavior  (opiate  antagonists)  and  that  promote  the  atten- 
dance and  compliance  to  treatment  (legal  pressures, 
family  pressures,  etc.)  are  essential  to  obtain  good 
outcome  in  heroin  users  rehabilitation. 

8.  The  commercial  availability  of  naltrexone  is  neces- 
sary to  increase  the  impact  and  effectiveness  of  the 
Methadone  Free  Treatment  Centers,  who  use  multimo- 
dality techniques  in  the  rehabilitation  of  opiates 
dependent  patients. 

9.  Naltrexone  diminishes  the  time  that  the  addict 
endorphinergic  system  needs  to  return  to  normal  after  an 
exogenous  opiate  withdrawal. 

10.  Naltrexone  has  a wide  margin  of  safety  and  is  at 
the  usual  clinical  doses  a nontoxic  substance. 

11.  Side  effects  of  naltrexone  use  in  former  opiate 
dependent  patients  consists  mainly  of  mild  gastrointes- 
tinal disturbances. 

12.  A good  prescription  pattern  to  block  effectively 
the  opiate  receptors  is  the  oral  administration  of  lOOmg 
of  naltrexone  on  mondays  and  Wednesdays  and  1 50mg  on 
fridays. 

13.  The  effect! vity  of  naltrexone  maintenance  depends 
on  the  motivation  of  patients  and  their  families  as  well  as 
to  its  use  within  the  specialized  supervision  of  drug 
dependence  treatment  teams. 

14.  Naltrexone  seems  to  accelerate  the  return  to 
normal  neuroendocrine  function  in  recovered  opiate 
addicts. 

15.  When  naltrexone  is  given  in  doses  higher  than 
300mg  per  day,  some  patients  show  hepatic  toxicity  as 
evidenced  by  an  increase  in  SGPT  values. 
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Resumen:  La  Naltrexona,  un  efectivo  antagonista  de 

los  opiáceos  ha  demostrado  ser  muy  efectivo  en  la  rehabili- 
tación de  adictos  a opiáceos  que  estén  motivados,  cuenten 
con  buen  apoyo  familiar  y que  tengan  buenas  destrezas 
vocacionales.  El  tratamiento  debe  ser  ofrecido  por  equipo 
especializados  en  la  rebabilitación  de  adictos. 

El  uso  comercial  de  la  Naltrexona  promete  ser  de  una 
alta  eficiencia  en  aumentar  el  impacto  positivo  de  los  pro- 
gramas de  rehabilitación.  Esperamos  que  junto  a las  otras 
técnicas  de  educación  comunitaria,  adecuadas  presiones 
sociales  y las  múltiples  técnicas  terapéuticas  ya  conocidas 
pueda  prevenirse  muchas  de  las  miles  de  pérdidas  humanas 
que  ocurren  en  el  mundo  todos  los  años  debido  a estas 
dependencias.  Además,  esta  sustancia  tiende  a restaurar  el 
equilibrio  hormonal  de  cuerpo  lo  que  parece  contribuir  a 
que  los  pacientes  presenten  menos  signos  de  tensión  y 
disforia  en  el  período  de  abstinencia. 
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Abstract:  Neurological  involvement  is  a signifícant 

cause  of  morbidity  and  mortality  in  Systemic  Lupus 
Erythematosus.  Pathogenetic  mechanisms  include  vascular 
injury,  antibodies  to  brain  tissue,  and  possibly,  neurotrans- 
mitter dysfunction.  Disorders  of  mental  function  and 
seizures  are  the  commonest  clinical  manifestations.  Less 
frequent  complications  comprise  stroke,  cranial  nerve  and 
movement  disorders,  myelopathy,  peripheral  neuropathy, 
myopathy,  pseudotumor  cerebri,  and  aseptic  meningitis. 
The  diagnosis  is  one  of  exclusion  since  diagnostic  tests  are 
non-specific.  Inflammatory  vasculitis  has  been  a rather 
rare  pathological  finding. 

Systemic  lupus  erythematosus  (SLE)  frequently 
involves  the  nervous  system,  producing  numerous 
and  varied  clinical  disorders.  The  reported  incidence 
ranges  from  20-75%.  Neurological  disease  is  the  second 
leading  cause  of  death  from  SLE  after  renal  disease. 

The  pathogenesis  of  neurological  involvement  in  SLE 
is  incompletely  understood.  Recently,  significant  advan- 
ces are  being  made  in  this  field.  This  article  reviews  the 
immunological  mechanisms  and  neurologic  complica- 
tions of  SLE. 

Pathogenetic  Mechanisms 

Neurologic  involvement  in  SLE  is  common  and 
accounts  for  a significant  morbidity  and  mortality. 
Despite  it’s  clinical  importance,  little  is  known  about  the 
pathogenesis.  A number  of  mechanisms  have  been 
proposed  to  explain  the  neuropsychiatric  manifestations 
of  SLE. 

Vascular  Injury 

Cerebral  vasculitis  might  seem  an  attractive  way  to 
explain  the  neurologic  changes.  Unfortunately,  true  vas- 
culitis has  been  uncommonly  found  on  post-mortem 
examination  of  patients  dying  with  nervous  system  SLE. 
Small  brain  vessels  usually  show  various  degrees  of 
destructive  changes  without  definite  inflammatory  cell 
infiltration.**^ 

While  vascular  lesions  can  account  for  part  of  the 
clinical  findings,  frequently  patients  with  fiorid  lupus 
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encephalopathy  show  only  minimal  abnormalities  at 
autopsy. This  suggests  that  some  other  process  occurs 
which  does  not  lead  to  histopathological  changes.^ 

Auto-antibodies 

The  production  of  auto-antibodies  reactive  with  brain 
tissue  could  explain  some  of  the  manifestations  encoun- 
tered in  these  patients. 

Cold  reactive  IgM  lymphocytotoxic  antibodies  have 
been  found  in  serum  of  up  to  90%  of  patients  with  SLE 
regardless  of  neurological  involvement.*,  ’ These  anti- 
bodies have  been  shown  to  be  equally  cytotoxic  to 
T and  B cells  from  normal  human  peripheral  blood 
lymphocytes  and  did  not  exhibit  preference  for  circulat- 
ing human  T cells  as  previously  thought.*  A possible 
pathogenic  role  for  lymphocytotoxic  antibodies  in  the 
development  of  cerebral  lupus  has  been  suggested  by  the 
observation  that  a subset  of  these  antibodies  showed 
cross  reactivity  with  homogenates  of  human  brain 
tissue.*’  ^ Neurological  disease  is  associated  with 
increasing  lymphotoxicity  and  brain-reactive  lympho- 
cytotoxic antibodies  are  present  predominantly  in 
patients  with  cerebral  involvement.^ 

The  introduction  of  antibodies  against  various  brain 
constituents  into  the  nervous  system  of  experimental 
animals  can  induce  behavioral  and  neuropathologic 
changes.®  This  indicates  that  brain-reactive  auto- 
antibodies might  be  responsible  for  certain  forms  of 
central  nervous  system  (CNS)  disease. 

An  IgG  antineuronal  antibody  that  crossreacts  with 
human  erythrocytes  and  lymphocytes  has  been  described. *** 
These  antibodies  are  distinct  from  lymphocytotoxic  ones, 
and  it’s  reactivity  appears  to  depend  on  an  antigen  prefe- 
rentially expressed  on  cortical  neurons.'**  Although  an 
association  between  the  amount  of  antineuronal  anti- 
body in  serum  and  active  neurologic  involvement  has 
been  reported,'**  this  finding  could  be  non-specific  since  it 
can  be  found  after  many  types  of  brain  injury." 

Difference  in  reactivity  between  neuroblastoma-  and 
glioblastoma-binding  of  antineuronal  antibodies  in 
patients  with  clinical  neuropsychiatric  SLE  has  been 
recently  demonstrated.'^  Anti-neuroblastoma  activity 
was  higher  in  patients  with  diffuse  involvement. 

It  is  important  to  note  that  although  these  studies  have 
found  antineuronal  activity  more  often  in  sera  from 
patients  with  CNS  SLE,  this  has  also  been  found  in  some 
patients  without  neurologic  involvement.  Conversely, 
some  patients  with  neurologic  lupus  lack  these  anti- 
bodies,'**’ so  no  absolute  correlation  exists.  This 


99 


\rurolín;ií¡il  ¡nvolvcmcnl  in  Swicmíc  ! upus... 


Bol.  Asoc.  Med.  P.  Rico  - Marzo  1986 


apparent  inconsistency  can  be  explained  by  postulating  a 
subset  of  neuropsychiatric  SLE  patients  in  which  the 
pathogenesis  of  nervous  system  dysfunction  is  not  predo- 
minantly antibody  mediated.  In  the  other  hand,  patients 
with  serum  antineuronal  antibodies  and  no  evidence  of 
neurological  involvement,  may  have  an  intact  blood 
brain  barrier  which  precludes  their  access  to  the  CNS.'^ 

The  fact  that  antineuronal  antibodies  gain  access  to  the 
CNS  is  supported  by  a study  that  showed  that  approxi- 
mately 75%  of  patients  with  CNS  lupus  had  increased 
IgG  antineuronal  activity  in  their  cerebrospinal  fluid 
(CSF)  compared  with  less  than  10%  of  other  lupus 
patients.'^  Diffuse  manifestations  such  as  disorders  of 
mental  function  and  generalized  seizures  showed  stronger 
association  with  increased  amount  of  IgG  antineuronal 
antibodies. 

The  mechanism  by  which  these  antibodies  gain  access 
to  the  CNS  is  not  known.  Local  production  in  the  CNS  is 
supported  by  the  finding  of  immunoglobulins  in  the  CSF 
with  restricted  electrophoretic  mobility.  This  suggests 
that  most  of  the  immunoglobulin  is  derived  from  clones 
of  plasma  cells.  These  oligoclonal  bands  (typical  of 
patients  with  multiple  sclerosis)  and  elevation  of  IgG  and 
IgM  index,  probably  reflecting  intrathecal  production  of 
those  classes  of  antibodies,  have  been  demonstrated  in 
patients  with  SFE.'"^  On  the  other  hand,  immunologic 
injury  by  altering  the  permeability  of  the  choroid  plexus 
might  allow  entry  of  the  circulating  antineuronal  anti- 
bodies that  are  normally  excluded  from  the  CNS.  It  has 
been  shown  that  choroidal  deposits  of  immune  com- 
plexes are  a frequent  finding  in  SLE  patients  with  or 
without  history  of  CNS  disease.  They  have  also  been 
found  in  patients  with  other  diseases  that  present 
vascular  injury  mediated  by  immune  complexes. 

Neurotransmitter  Dysfunction 

Serum  antibody  to  the  neutral  glycolipid  asialo  GM  1 is 
associated  with  neurologic  disorders  in  SLE  patients, 
and  it  has  been  suggested  that  some  gangliosides  may 
function  as  receptors  for  neurotransmitters."  It  is  postu- 
lated that  certain  antineuronal  antibodies  may  not  be 
directly  cytotoxic  to  the  neuron,  but  they  may  interfere 
with  normal  neurotransmission,  and  thus  prevent  the 
propagation  of  action  potentials  in  neuropsychiatric 
lupus." 

In  conclussion,  the  pathogenesis  of  neurologic  disease 
in  SLE  most  probably  involves  a combination  of 
different  mechanisms,  including  vascular  injury,  auto- 
antibodies and  choroid  plexus  dysfunction. 

Table  I summarizes  the  pathogenetic  mechanisms  of 
neuropsychiatric  SLE. 

TABLE  I 


Pathogenetic  Mechanisms  in  Neurological  SLK 

1.  Vascular  injury 

2.  Auto-antibodies 

Lymphocytotoxic 

Antineuronal 

Antineuroblastoma 

Antiglioblastoma 

3.  Neurotransmitter  dysfunction 


Clinical  Manifestations 

Neurologic  complications  are  accompanied  by  signs  of 
clinical  or  serologic  activity  in  85%  of  episodes,  but  they 
may  be  the  first  and  only  manifestation  of  SLE.L 
Neurologic  disease  can  present  at  any  stage  in  the  course 
of  the  illness  but  in  general  is  an  early  feature  and  may 
precede  the  clinical  involvement  of  other  systems.^’ 

Disorders  of  Mental  Function  and  Seizures 

Disorders  of  mental  function  are  the  most  common 
neurological  manifestation,  occurring  in  20-50%  of  SLE 
patients. L >*-26  These  include  psychosis,  delirium  or 
coma. 

Seizures  are  commonly  observed.  They  are  usually  an 
early  sign  of  neurologic  lupus,  and  may  also  herald  a 
terminal  state,  probably  because  death  is  often  related  to 
renal  failure  or  fulminant  central  nervous  system  (CNS) 
disease. L Seizures  can  precede  systemic  manifesta- 
tions by  months  or  years. Generalized  motor  seizures 
are  the  most  frequent  but  partial  seizures  of  all  types  have 
also  been  reported.  There  is  a significant  incidence  of 
status  epilepticus.^b  Disorders  of  mental  function 
frequently  accompanies  seizures.^’ 

Ischemic  and  Hemorrhagic  Stroke 

Transient  ischemic  attacks  (TIAs)  and  thrombotic 
infarcts  may  appear  at  any  time  during  the  illness.  SLE 
should  be  considered  in  any  young  patient  who  presents 
with  a stroke.^’  Large  vessel  occlusion  has  been 
documented  with  angiography”  but  this  has  not  been  a 
common  pathological  finding.*’  L 21 

Lupus  anticoagulant  are  immunoglobulins  of  either 
the  IgG  or  IgM  class  which  interfere  with  the  phos- 
pholipid-dependent in-vitro  coagulation  tests,  without 
inhibiting  the  in-vivo  activity  of  specific  coagulation 
factors.^*’  ” Though  in  laboratory  tests  the  lupus  anti- 
coagulant prolongs  the  partial  thromboplastin  time,  the 
seeming  paradox  is  that  it’s  presence  in  the  circulation 
appears  to  be  associated  not  with  bleeding  but  with  a 
tendency  to  thrombosis. 2**^2  There  are  reports  of  TIAs  and 
cerebral  infarction  in  patients  with  these  immunoglobu- 
lins.^°'22  Qne  case  of  bilateral  subdural  hematomas”  and 
one  of  “intracranial”  hemorrhage^^  associated  with  lupus 
anticoagulant  have  been  reported.  Since  hemorrhages 
have  also  occurred  in  the  absence  of  the  anticoagulant  it’s 
pathogenetic  role  can  only  be  speculative.” 

Embolism  from  Libman-Sacks  endocarditis  is  a rare 
but  well  documented  cause  of  stroke.” 

Hemorrhagic  stroke  is  occasionally  seen  in  SLE.  Intra- 
cerebral-*'2'd^26  anj  subarachnoid''*'2.*  hemorrhages  have 
been  described,  as  well  as  spontaneous  subdural 
hematomas.' 

Cranial  Nerve  and  Movement  Disorders 

Many  abnormalities  of  cranial  nerve  function  are 
described.'”’  22,  26,  37  ^^long  45  patients  with 

cranial  nerve  signs  in  three  series,’’  *’’  ” 3 had  optic 
neuritis;  26  had  oculomotor  disorders;  2 had  facial 
hypesthesia;  9 had  seventh  nerve  paresis;  2 had  nerve 
deafness;  and  3 had  dysphagia  or  poor  palatal  motility. 
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Pathological  studies  have  uniformly  shown  vascular 
lesions  within  the  brainstem,  rather  than  in  the  nerves 
themselves  as  in  polyarteritis  nodosa. jhjs  explains 
why  cranial  nerves  deficits  are  often  multiple  and 
associated  with  long  tract  signs. 

Chorea  is  the  most  common  movement  disorder  in 
neurologic  SLE.  It  is  distinctive  because  it  has  been  an 
initial  manifestation  of  the  disease  in  one  third  of  the  29 
reported  cases. '*>  This  movement  disorder 

frequently  presents  in  childhood,  in  which  case  differen- 
tiation from  Sydenham’s  chorea  may  be  difficult.  It  is 
often  recurrent.  Rarely,  hemiballismus  or  Parkinsonian- 
like signs  are  encountered. b 20,  23,  25 

Myelopathy 

Twenty-eight  cases  of  myelopathy  have  been  repor- 
ted.^' **'  Despite  the  rarity  of  thiscomplication, 

two  important  points  must  be  considered:  40%  of 
patients  presented  without  a prior  diagnosis  of  SLE,  and 
more  than  50%  died.  In  most  cases,  the  features  were 
typical  of  acute  transverse  myelopathy.  Aseptic  hypogly- 
corrhachia  was  present  in  five  patients  and  may  suggest 
the  diagnosis.^'* 

Peripheral  Nerve  Disorders  and  Myopathy 

Peripheral  manifestations  of  SLE  include  neuropathy 
and  myopathy.  Peripheral  neuropathy  occurs  in  about 
10%  of  patients  with  SLE.^’  L 21,  23,  4o  Multiple 

mononeuropathies  are  attributed  to  ischemia  secondary 
to  arteritis.  Acute  symmetric  polyneuropathy  of  the 
Guillain-Barré  type  also  occurs  presumably  as  an 
autoimmune  disorder  directed  at  the  myelin 
sheath. b 21, 23, 40  Subacute  symmetric  sensorimotor 
polyneuropathy  may  occur  and  is  usually  due  to  axonal 
degeneration.  Chronic  acquired  demyelinating  polyneu- 
ropathy has  rarely  been  reported. Three  of  the  eight 
patients  reported  with  the  latter  had  no  historical 
evidence  to  suggest  SLE,  and  neuropathy  was  the  first 
clinical  sign  of  the  disease. 

Myopathy  in  SLE  manifests  as  mild  proximal  weak- 
ness together  with  muscle  pain  and  tenderness.'*' 

The  incidence  is  estimated  at  5-30%.  Biopsy  shows  an 
inflammatory  reaction  without  much  fiber  degeneration. 
A true  necrotizing  myopathy  occurs  in  only  about  8%  of 
patients.'*^'  Improvement  follows  steroid  therapy. 
Serum  aldolase  may  be  a better  measure  of  myopathic 
activity  than  creatine  kinase  (CK),  for  unknown 
reasons.''^ 

A myasthenia  gravis-like  syndrome  has  also  been 
reported.*' 

Headache,  Pseudotumor  Cerebri  and  Aseptic  Meningitis 

Headache,  both  migraine  and  other  types,  is  a common 
symptom  in  SLE.^’  Lupus  vasculopathy  affects 

primarily  small  vessels  with  have  no  sensory  innerva- 
tion.'’ *’  There  is  an  equal  frequency  of  headache 

in  patients  with  or  without  CNS  involvement. In 
SLE,  headache  alone  without  other  neurologic  symptoms 
and  signs  is  no  indication  of  CNS  involvement  and  this 
supports  the  notion  that  small  vessel  disea.se  of  the  brain 
is  not  a cause  of  headache. In  such  patients  the  most 


important  condition  to  rule  out  is  a meningeal  inflam- 
matory process. 

There  are  several  well  documented  cases  of  pseudo- 
tumor cerebri  with  SLE.'*^""’  Interestingly,  five  of  them 
had  no  previous  diagnosis  of  SLE.  The  pathogenesis  is 
unknown. 

Some  patients  develop  an  aseptic  meningitis  with 
lymphocytic  predominance  in  which  no  cause  other  than 
SLE  is  found.*’  The  course  is  usually  benign. 

Steroid-induced  manifestations 

These  drugs  may  cause  mild  transient  alterations  in 
mood  but  rarely  produce  significant  psychiatric  dysfunc- 
tion.*’ '*’  **’  **  In  about  80%  of  neuropsychiatric 

episodes  the  patients  are  on  no  steroids  or  on  low  dose 
therapy.'*’  **  The  majority  of  steroid-induced 
psychosis  occur  with  high  doses  (100-400  mg/day), 
usually  for  prolonged  periods.'’’  **  If  there  is  doubt  if  the 
psychiatric  changes  are  lupic  or  drug-related,  increasing 
the  steroid  dose  is  probably  safer  than  reducing  it.'*’  '’ 

Steroid  myopathy  presents  as  proximal  limb  and  girdle 
weakness.  Both  CK  and  aldolase  are  elevated.  There  is  a 
poor  correlation  between  total  steroid  dose  and  severity 
of  weakness,  but  usually  patients  have  been  on  high  and 
sustained  doses  for  months  or  years. 

Table  II  summarizes  the  clinical  manifestations  of 
neurologic  lupus. 

TABLE  II 


Neurological  Manifestations  of  SLE 

Disorders  of  mental  function 
Seizures 
Ischemic  stroke 
Hemorrhagic  stroke 
Cranial  nerve  disorders 
Movement  disorders 
Myelopathy 
Peripheral  neuropathy 
Myopathy 

Pseudotumor  cerebri 
Aseptic  meningitis 
Steroid-induced  manifestations 


Diagnostic  Studies 

There  are,  unfortunately,  no  diagnostic  tests  which  are 
pathognomonic  for  neuropsychiatric  lupus.  The  diag- 
nosis remains  clinical  and,  at  best,  one  of  exclusion."’  '’ 

Serology 

Serologic  studies  (anti-DNA,  C3,  C^,  CH^y  levels) 
correlate  well  with  systemic  activation  but  not  with 
disease  activity  limited  to  CNS.*'’  ** 

In  one  study**  anti-Sm  antibody  were  found  in  71%  of 
patients  with  isolated  CNS  disease,  in  55%  of  those  with 
neurologic  and  systemic  manifestations,  and  in  16%  of 
non-CNS  patients  considered  to  be  in  remission.  To  our 
knowledge  the  correlation  between  anti-Sm  antibody  and 
neurologic  disease  has  not  been  further  studied. 

Bluestein  and  Zvaifier'’  found  that  CNS  SLE  patients 
had  higher  serum  lymphocytotoxic  capacity  than  non- 
CNS  patients,  but  Winfield**  was  unable  to  corroborate 
this. 
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Attempts  to  develop  a peripheral  blood  test  using 
antibody  that  reacts  with  lymphocytes,  fetal  red  cells,  and 
cortical  neurons  are  in  progress®’  ’’  but  the  value  of 
these  tests  has  not  yet  been  proven. 

CSF  Studies 

CSF  analysis  is  abnormal  in  only  one  third  of  patients 
with  neurologic  disease.^»  ^ There  is  no 

consistent  correlation  between  CSF  findings  and  neuro- 
logic involvement.^’  Abnormalities  include  elevated 
protein  and  a modest  lymphocytic  pleocytosis.  Cell 
count  is  generally  less  than  100/mm’. 

It  has  been  shown  that  patients  with  clinical  neurologic 
involvement  had  CSF  oligoclonal  bands  and  an  elevated 
IgG  index. Patients  without  neurologic  disease 
lacked  these  abnormalities,  but  they  were  not  present  in 
all  patients  with  CNS  involvement. 

Claims  have  been  made  that  lowered  levels  of  C4  in 
CSF  are  indicative  of  active  nervous  system  disease.” 
These  findings  have  not  been  reproduced  mainly  because 
C4  deteriorates  rapidly  even  when  frozen,  and  serial 
determinations  were  needed,  making  the  test  impractical 
for  clinical  use.^’  ” 

There  has  been  conflicting  information  regarding 
elevated  DNA-binding  antibodies  in  the  CSF  in  patients 
with  neurologic  lupus.’®’  ” 

Harbeck’®  and  Keefe”  reported  DNA-antiDNA  com- 
plexes in  CSF  during  episodes  fo  CNS  involvement.  One 
recent  study  showed  CSF  immune  complexes  by  agarose 
gel  electrophoresis  in  33  of  34  patients  with  a variety  of 
neurological  manifestations.”  Further  studies  are  needed 
before  these  tests  can  be  widely  used  in  clinical  practice. 

At  present  the  major  value  of  lumbar  puncture  is  to 
rule  out  infection. 


Neuroimaging  and  Electroencephalography 

Bilaniuk  and  colaborators  in  1977  were  the  first  to 
report  on  the  utility  of  computed  tomography  (CT) 
scanning  in  the  diagnosis  of  CNS  SLE.”  Since  then 
several  articles  on  CT”’  ’®’  ”‘®^  and  magnetic 

resonance  imaging  (MRI)®’,  ®''  have  been  published.  The 
most  common  CT  finding  has  been  perisulcal  cortical 
atrophy.  This,  however,  has  also  been  detected  in  patients 
receiving  corticosteroids  for  other  conditions®’  and  there 
is  controversy  as  to  whether  this  CT  finding  is  related  to 
the  disease  process  (e.g.,  repeated  microinfarction)  or  is  a 
consequence  of  steroid  therapy.”’  ®‘  Other  CT  findings 
include  infarcts,  intracranial  hemorrages,  and  rarely, 
basal  ganglial  calcifications.®^  Unfortunately,  these 
radiological  abnormalities  are  non-specific  and  provide 
no  guide  to  disease  activity.’® 

MRI  has  proven  to  be  more  sensitive  than  CT  in 
showing  abnormalities  in  CNS  SUE  and  may  well  become 
the  method  of  choice  in  the  diagnosis  and  follow  up  of 
these  patients.®’’ 

The  electroencephalogram  is  focally  or  diffusely 
abnormal  in  80%  of  cases,  however,  since  it  is  non- 
specific and  frequently  abnormal  during  clinical  remis- 
sion as  well,  it  also  provides  little  guide  to  CNS  acti- 
vity.’’ ” 


Pathology 

There  is  no  single  pathognomonic  vascular  lesion  in 
the  brain  comparable  to  the  classic  renal  “wire  loop”  or 
the  splenic  “onion  skin”.  Vasculopathy  in  CNS  differs 
significantly  from  systemic  angiopathy.”’’  ^®’  ®®  As 
previously  mentioned,  true  inflammatory  vasculitis  has 
been  a strikingly  infrequent  finding  in  neuropathological 
series.”’  Although  uncommon,  a stroke  may  be  more 
frequently  associated  with  such  a vasculitis,  particularly 
when  hemorrhagic.'’  The  usual  CNS  lupic  vasculo- 
pathy affects  mainly  small  vessels.  Destructive  changes 
such  as  fibrinoid  degeneration  and  hyalinization  with 
necrosis  are  frequently  encountered.'"’  Commonly, 
widespread  microinfarcts  and  microhemorrhages  are 
found  which  are  probably  secondary  to  the  above 
described  vasculopathy.  Macroscopic  hemorrhages  and 
infarcts  are  ocassionaly  found.'’  ’’ 

Resumen:  El  envolvimiento  del  sistema  nervioso  es  una 

causa  importante  de  morbilidad  y mortalidad  en  Lupus 
Eritematoso  Sistémico.  Entre  los  mecanismos  patogénicos 
se  incluyen  daño  vascular,  anticuerpos  contra  tejido 
cerebral  y posiblemente  disfunción  a nivel  de  neurotrans- 
misores.  Las  manifestaciones  clinicas  más  comunes  son  los 
desórdenes  de  la  función  mental  y convulsiones.  Menos  fre- 
cuentemente se  pueden  presentar  apoplejía,  desórdenes  de 
movimiento  y nervios  craniales,  mielopatía,  neuropatía 
periférica,  miopatía,  pseudotumor  cerebri  y meningitis 
aséptica.  El  diagnóstico  es  uno  de  exclusión,  ya  que  las 
pruebas  diagnósticas  no  son  específicas.  La  vasculitis 
inflamatoria  ha  sido  un  hallazgo  patológico  poco  común. 
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A Decade  of  Puerto  Rican 
Connection 


Abstract:  Between  May  1975  and  December  1984,  a 

total  of  308  Puerto  Rican  patients  underwent  surgical 
treatment  for  congenital  heart  disease  at  the  Children’s 
Hospital  of  Buffalo.  This  report  describes  the  logistics  of 
this  arrangement  and  examines  the  results  of  emergency 
and  elective  procedures  performed  on  these  patients. 

Ten  years  ago,  a 17  month  old  child  came  to  the 
Children’s  Hospital  of  Buffalo  (CHOB)  for  com- 
plete correction  of  Transposition  of  the  Great  Arteries. 
An  inflow  repair  (Mustard  procedure)  was  carried  out  in 
May  1975  with  excellent  result.  This  was  the  beginning  of 
surgical  referral  of  patients  with  congenital  heart  disease 
from  Puerto  Rico  to  the  CHOB.  Up  to  December  1984, 
emergency  and  elective  surgical  procedures  were  perfor- 
med on  308  patients  (Figure  1).  Their  age  ranged  between 
2 days  and  29  years  (mean,  4.4  years).  Thirty-one  patients 


Yeor 

PlGORt  I.  YlAftY  RfftRRAl  Of  PAIUNIS  IRW  PBIHIO  RICO 


The  Department  of  Cardiovascular  Surgery,  The  Children's  Hospital  o! 
Buffalo.  State  University  of  New  York  at  Buffalo 


Hashmat  Ashraf,  M.D.,  F.R.C.S. 

S.  Subramanian,  M.D.,  F.R.C.S. 

were  less  than  6 months  and  72  under  12  months  of  age. 
(Figure  2).  With  rare  exceptions,  all  patients  had  a full 
cardiological  evaluation  including  cardiac  catheteriza- 
tion in  Puerto  Rico.  The  recommendation  for  surgery  by 
the  referring  cardiologists  was  justified  in  all  but  a few 
patients. 


Years 

Flaw  2:  AGE  DISTRIBUTION  OF  ALL  PATIENTS 

Arrangements  at  the  Children’s  Hospital  of  Buffalo 

Preadmission  arrangements  are  made  at  the  Children’s 
Hospital  of  Buffalo  to  accommodate  the  patient’s  family 
at  the  Ronald  McDonald  Guest  House,  donated  by  the 
benefactor  for  this  purpose.  The  patients  are  evaluated  by 
the  cardiology  and  surgical  teams  and  the  surgical  proce- 
dures are  discussed  with  the  parents  with  the  help  of  a 
devoted  person  who  had  been  acting  as  an  intreperter* 
for  nearly  10  years. 

Spectrum  of  Disease 

A wide  variety  of  congenital  heart  disease  was  encoun- 
tered. Tetralogy  of  Fallot  was  most  common,  followed  by 
ventricular  septal  defect  and  transposition  of  the  great 
arteries  (Table  1).  Elective  procedures  were  carried  out  on 
225  patients  with  2 deaths,  35  patients  had  emergency 
operations  with  8 deaths  and  5 died  in  48  reoperations. 


*Mr\.  Sylvia  Rodriguez,  International  Institute  of  Buflalo. 
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(Table  1 1).  The  overall  operative  mortality  in  308  patients 
was  15  (5%).  Reconstructive  surgery  was  performed  in 
260  patients  with  an  operative  mortality  of  13  and 
palliative  surgery  in  48  patients  with  2 deaths.  Thirty-five 
patients  were  transferred  from  Puerto  Rico  for  emergency 
procedures;  14  had  tetralogy  of  Fallot,  6 transposition  of 
the  great  arteries,  2 truncus  arteriosus,  and  4 ventricular 
septal  defect  followed  by  rare  anomalies.  Of  these  35 
patients,  12  underwent  palliative  procedures  and  in  23 
patients  corrective  procedures  were  performed.  For 
corrective  surgery  in  small  infants  with  complex  heart 
disease,  profound  hypothermia  and  total  circulatory 
arrest  were  used  in  44  patients.'  Ice  packs  were  used  for 
surface  cooling  until  1976.  Since  then,  a cooling  chamber 
designed  at  the  CHOB  has  been  in  use.  Of  the  44  patients 
in  whom  this  technique  was  used,  1 7 had  transposition  of 
the  great  arteries,  12  tetralogy  of  Fallot  and  five 
ventricular  septal  defect  followed  by  uncommon  defects. 
Palliative  surgery  was  carried  out  in  48  patients;  13  had 
pulmonary  atresia  with  or  without  ventricular  septal 
defect,  9 transposition  of  the  great  arteries  with 
ventricular  septal  defect,  5 tricuspid  atresia,  4 atrioven- 
tricular septal  defect  with  pulmonary  hypertension,  4 
complex  single  ventricle  and  9 patients  had  rare  diseases. 
(Table  111).  The  majority  of  patients  who  underwent 
palliative  procedure  were  under  one  year  of  age 
(Figure  3). 

Since  January  1983,  along  with  the  other  patients  in 
this  center,  Puerto  Rican  patients  have  undergone  intra- 
iardiac  surgery  with  the  technique  of  total  dilution. 


TABLE  III 


Indications  of  Palliative  Surgery 

Indication 

No.  Patients 

Pul.  Atr.  ± VSD 

13 

TGA  + VSD 

9 

Tr.  Atr. 

6 

AVC  + PAH 

4 

Complex  SV 

4 

VSD  + PAH 

3 

DORV 

3 

T O F 

3 

Common  atrium 

2 

Mitral  atresia 

1 

Legend:  same  as  in  Table  I 

PAH  = pulmonary  artery  hypertension 
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FIGURE  3;  AGE  DISTRIBUTION  OF  PATIENTS  tlCERGOIND  PALLIATIVE  SURGERY 


TABLE  I 


Distribution  of  Disease 

in  308  Patients 

Cyanotic 

No.  Patients 

Acyanotic 

No.  Patients 

T 0 F 

65 

VSD 

46 

TGA 

32 

A S D 

32 

Pul.  Atr.  ± VSD 

18 

P V S 

29 

DORV 

8 

A V S 

19 

S V ± PS 

6 

AVC 

18 

Tr.  Art. 

4 

Mise. 

31 

TOF=Tetralogy  of  Fallot;  TGA=Transposition  of  the  Great  Arteries; 
Pul.  Atr.  =Pulmonary  atresia;  VSD=Ventricular  Septal  Defect; 
DORV=Double  outlet  right  ventricle;  SV=Single  ventricle; 
PS=Pulmonary  stenosis;  Tr.  Art=Truncus  arteriosus;  ASD=Atrial 
Septal  Defect;  PVS=Pulmonary  valve  stenosis;  AVS=Aortic  valve 
stenosis;  A VC=Atrioventricular  Canal 


TABLE  II 


Overall  Operative  Mortality 

Procedure 

No.  Patients 

Death 

Elective 

225 

2 

Emergency 

35 

8 

Reoperations 

48 

5 

Total 

308 

15 

where  no  blood  or  blood  products  has  been  used.^  This 
technique  has  been  safe  and  reproducible  without  any  ill 
effect  to  the  patient.  The  major  advantage  has  been  the 
elimination  of  the  hazards  associated  with  the  trans- 
fusion of  blood.  In  addition,  we  have  documented  signi- 
ficant reduction  in  the  postoperative  blood  loss  and 
increase  in  the  urine  output  during  cardiopulmonary 
bypass  and  in  the  postoperative  period.  From  the 
analysis  of  these  data  in  308  Puerto  Rican  patients  treated 
at  the  CHOB,  the  following  inference  can  be  made. 
Referral  for  surgical  treatment  from  Puerto  Rican  cardio- 
logists has  been  justified  in  98%  of  patients.  The 
operative  mortality  has  remained  uniformly  low  in 
patients  of  all  age  groups.  The  majority  of  operative 
mortality  was  represented  by  very  sick  patients  who  were 
brought  in  for  emergency  procedures.  The  transport  of 
sick  children  for  emergency  operations  has  been  safe.  The 
current  practice  'of  total  dilution  has  eliminated  the 
disadvantages  associated  with  the  use  of  blood  or  blood 
products. 
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Un  niño  de  3 días  de  nacido  es  trasladado  a nuestra  institución  por  cianosis  persistente,  difi- 
cultad para  chupar  y taquipnea.  Fue  producto  de  un  embarazo  a término  de  una  multipara 
de  30  años  de  edad  con  diabetes  gestacional.  Su  peso  al  nacer  fue  de  3.5  kg.  y estuvo  comple- 
tamente normal  durante  las  primeras  24  horas. 

Al  examen  físico  se  apreciaba  un  neonato  maduro,  cianótico,  taquipnéico  (60/min.),  con 
retracciones  intercostales  y ventilación  pulmonar  adecuada.  El  precordio  estaba  activo,  sin 
accesibilidad  ventricular  ni  frémito.  A la  auscultación  se  apreciaban  buenos  sonidos  cardíacos  y 
un  soplo  sistólico-eyectivo,  rudo,  grado  2/6  en  los  espacios  intercostales  3 y 4 a lo  largo  del  borde 
esternal  izquierdo.  El  S,  era  normal  y el  Sj  sencillo  y ligeramente  aumentado  en  intensidad.  El 
hígado  estaba  palpable  2 cm.  bajo  el  reborde  costal  derecho,  los  pulsos  periféricos  estaban  nor- 
males y no  había  edema. 

Los  gases  arteriales  demostraban  hipoxemia  discreta  (pO2=50)  sin  acidosis  y el  ECG  era  com- 
patible con  hipertrofia  ventricular  derecha;  un  “buen’^  ventrículo  izquierdo  y un  eje  QRS 
de  + 120°.  La  radiografía  de  tórax  demostraba  cardiomegalia  discreta,  silueta  cardíaca  ovoidal 
con  un  mediastino  superior  estrecho  y aumento  en  la  vascularidad  pulmonar. 

A continuación  se  ilustran  los  ventriculogramas  realizados  durante  el  cateterismo  cardíaco. 


Figura  1.  Ventriculograma  derecho  en  posición  anteroposterior 

(A)  y lateral  (B).  Figura  2.  Ventriculograma  izquierdo  en  posición  anteroposterior 

(A)  y lateral  (B). 


*Hospiial  Pediátrico  Universitario.  Departamento  de  Pediatría, 
Sección  de  Cardiología  Pediátrica,  Recinto  de  Ciencias  Médicas. 
Universidad  de  Puerto  Rico. 

**Hospital  Pediátrico  Universitario,  Departamento  de  Pediatría, 
Recinto  de  Ciencias  Médicas.  Universidad  de  Puerto  Rico 
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Transposición  de  los  Grandes  Vasos 

En  esta  cardiopatía  la  aorta  emerge  del  ventrículo 
derecho  y la  arteria  pulmonar  del  izquierdo.  Funcional- 
mente la  transposición  completa  de  los  grandes  vasos 
(TGV)  se  caracteriza  por  la  circulación  sistémica  de 
sangre  pobremente  oxigenada  y circulación  de  sangre 
oxigenada  por  el  sistema  pulmonar. 

La  TGV  es  una  cardiopatía  letal  y relativamente 
común.  Si  no  se  instaura  el  tratamiento  adecuado,  cerca 
de  30%  de  estos  infantes  fallecen  en  la  primera  semana  de 
vida,  70%  lo  hacen  durante  el  primer  mes  y 90%  en  el 
primer  año.'  Es  una  de  las  formas  más  comunes  de  enfer- 
medad cardíaca  en  el  neonato  y el  infante.  Con  una 
incidencia  que  oscila  entre  20  y 33%  por  cada  100,000 
niños  vivos  y una  predominancia  del  sexo  masculino.^  La 
TGV  no  esta  relacionada  a edad  materna  pero  es  dos 
veces  más  frecuente  en  madres  que  han  tenido  tres  o más 
hijos.  Algunos  estudios  mencionan  una  mayor  prevalen- 
cia de  TGV  en  niños  de  madres  diabéticas  o con 
exposición  pre-natal  a tratamiento  con  hormonas, 
aunque  son  hechos  aún  sin  confirmar.^ 

La  clasificación  y terminología  descriptiva  de  las 
diferentes  formas  de  TGV  es  compleja  y difícil  de 
entender  para  aquellos  con  exposición  limitada  a este 
tipo  de  cardiopatía.  Limitaremos  la  discusión  del  caso  a 
la  transposición  simple,  con  lo  que  se  excluyen  los  casos 
de  TGV  que  tienen  malformaciones  complejas  asociadas 
como;  atresia  tricuspídea,  ventrículo  común,  atresia 
mitral,  canal  A-V  común  y muchas  otras.  La  transposi- 
ción simple  incluye  aquellos  casos  de  TGV  con  septo 
interventricular  intacto  y con  comunicación  inter- 
ventricular asi  como  los  que  tienen  ducto  arterioso 
patente  u obstrucción  del  tracto  de  salida  ventricular 
izquierdo.  Este  grupo  (transposición  simple)  es  el  más 
frecuente  de  las  TGV,  comprendiendo  un  80%  de  todas 
las  formas  de  transposición. 

En  la  anatomía  patológica  de  la  TGV  hay  que  destacar 
las  consecuencias  del  desarrollo  anómalo  del  infundíbulo 
distal  (conus)  que  es  el  factor  responsable  del  alinea- 
miento anormal  de  las  grandes  arterias.  En  TGV  el  infun- 
dibulo es  sub-aórtico,  anterior,  y en  el  lado  derecho,  todo 
lo  contrario  a como  lo  es  cuando  no  hay  transposición. 
Esto  hace  que  no  haya  continuidad  fibrosa  aórtico- 
tricuspídea. 

El  trastorno  fisiológico  principal  en  la  TVG  es  el 
suplido  deficiente  de  oxígeno  a los  tejidos  y la  sobrecarga 
a los  ventrículos.  La  circulación  pulmonary  la  sistémica 
funcionan  como  un  circuito  en  parelelo  por  lo  que  el 
volumen  sanguíneo  que  que  expulsa  cada  ventrículo  es 
recirculado  a ese  ventrículo.  Por  ello  la  saturación  de 
oxígeno  de  la  circulación  sistémica  dependerá  principal- 
mente del  sitio  donde  se  pueda  llevar  a cabo  esta 
“mezcla”,  ya  bien  sea  intracardíaca  (a  través  de  un 
foramen  ovale,  comunicación  interatrial,  comunicación 
interventricular)  o extracardíaca  (ducto  arterioso  pa- 
tente, circulación  colateral  broncopulmonar).  En  el 
neonato  con  TGV  y septo  interventricular  intacto  el  POj 
arterial  puede  ser  tan  bajo  como  15-25  mm  Hg  con  la 
consecuente  acidosis  metabólica.  Si  luego  de  exponereste 
neonato  con  TGV  a una  atmósfera  de  O2  a 100%  y el  POj 
no  sobrepasa  35  mm  Hg  indica  que  la  “mezcla”  es  inade- 
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cuada.  En  estos  casos  a menos  que  esta  mezcla  no  se 
mejore,  la  hipoxia  conduce  a una  acidosis  avanzada, 
hipoglucemia,  hipotermia  y eventualmente  fallecen. 

Es  importante  señalar  la  aparición  temprana  de 
enfermedad  pulmonar  vascular  obstructiva  en  los  pacien- 
tes con  TGV.  Comparada  con  otras  cardiopatías 
congénitas  esta  complicación  es  más  frecuente  y se 
desarrolla  más  rápido  en  la  TGV.'*  La  presencia  de 
enfermedad  pulmonar  vascular  avanzada  (grado  3 ó más 
según  la  clasificación  de  Heath-Edwards)  es  ca«i  la 
norma  en  los  infantes  mayores  de  1 año  con  TGV, 
comunicación  interventricular  grande  y presión  pulmo- 
nar elevada.  Aún  en  los  infantes  con  TGV  y septo  inter- 
ventricular intacto  se  han  encontrado  cambios  histoló- 
gicos avanzados  en  sus  arterias  pulmonares,  aunque  en 
ellos  este  proceso  es  más  lento  que  cuando  hay  una 
comunicación  interventricular  grande.  La  presencia  de 
estenosis  pulmonar  usualmente  evita  la  aparición 
temprana  de  esta  complicación  en  los  infantes  con  TGV  y 
defecto  interventricular. 

Las  manifestaciones  clínicas  y el  curso  de  los  pacientes 
con  TVG  vendrán  determinados  por  el  grado  existente  de 
“mezcla”.  Esto  a su  vez  dependerá  de  los  factores  anató- 
micos y funcionales  de  cada  caso.  La  cianosis  es  un  signo 
de  aparición  temprana  y casi  universal  en  aquellos  con 
una  comunicación  inadecuada  o con  hipovolemia 
pulmonar.  Puede  se  leve  incialmente  pero  rápidamente 
progresiva.  En  los  pacientes  con  defecto  interventricular 
grande  o cortocircuitos  significativos  esta  suele  ser 
discreta. 

Al  examen  físico  los  neonatos  con  TVG  suelen  ser  bien 
desarrollados  y de  apariencia  saludable  excepto  por  la 
cianosis.  El  cuadro  clínico  dominante  lo  será  la  hipo- 
xemia  severa  en  aquellos  con  mezcla  inadecuada  y 
cianosis  discreta  con  insuficiencia  cadíaca  en  los  otros. 
La  auscultación  es  muy  variable,  dependiendo  siempre 
del  status  del  septo,  la  presencia  de  estenosis  pulmonar  y 
a existencia  de  un  ducto  arterioso  patente.  El  primer 
sonido  suele  ser  nomal,  el  Sj  puede  estar  sencillo  o estre- 
chamente desdoblado  con  aumento  en  intensidad.  Puede 
o no  haber  un  soplo,  si  lo  hay  suele  ser  sistólico,  eyectivo, 
suave  y casi  nunca  de  intensidad  mayor  de  2/6  en  los 
casos  con  comunicación  interventricular  pequeña  o septo 
intacto.  Si  hay  una  comunicación  interventricular  grande 
o un  ducto  arterioso  patente,  entonces  la  auscultación  del 
soplo  será  la  típica  del  defecto. 

El  electrocardiograma  en  TGV  no  es  especifico  y en  el 
neonato  muchas  veces  es  normal  para  la  edad.  La  hiper- 
trofia ventricular  derecha  está  presente  en  80%  de  los 
pacientes  con  septo  intacto  y la  hipertrofia  biventricular 
en  60-80%  de  aquellos  con  una  comunicación  interven- 
tricular grande.  En  estos  últimos  es  frecuente  (70%) 
hallar  una  onda  Q prominente  en  V^,  siendo  más  raro 
(15%)  cuando  el  septo  está  intacto.  La  hipertrofia 
ventricular  izquierda  aislada  rara  vez  se  encuentra  y su 
presencia  sugiere  TGV  con  comunicación  interventri- 
cular e hipoplasia  ventricular  derecha. 

Los  hallazgos  radiográficos  son  de  gran  utilidad  diag- 
nóstica cuando  puede  apreciarse  la  triada  de:  silueta 
cardíaca  en  forma  de  huevo  con  mediastino  superior 
estrecho,  cardiomegalia  discreta  e hipervolemia  pulmo- 
nar. Sin  embargo,  y particularmente  en  el  neonato,  la 
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radiografía  de  tórax  puede  ser  normal.  El  ecocardio- 
grama  bidimensional  es  de  gran  utilidad  para  la  evalua- 
ción anatómica  y funcional  de  los  pacientes  con  TGV. 
Esta  valiosa  técnica  la  mayoría  de  las  veces  nos  provee  el 
diagnóstico  que  seguidamente  se  confirma  por  angiocar- 
diografla. 

La  angiocardiografía  selectiva  en  los  ventrículos  es 
necesaria  para  definir  la  relación  ventriculo-arterial  y la 
presencia  o ausencia  de  comunicación  interventricular  y 
de  obstrucción  a la  salida  ventricular  izquierda.  Si  con  la 
ventriculografía  no  se  logra  definir  el  status  del  ducto 
arterioso,  la  presencia  de  anormalías  del  arco  aórtica  y el 
origen  y distribución  de  las  arterias  coronarias  entonces 
debe  hacerse  un  aortograma.  El  ventriculograma  derecho 
biplano  en  posición  AP  y lateral  (Figuras  1 A y B)  demos- 
trará la  morfología  ventricular  derecha,  la  presencia  o 
ausencia  del  infundíbulo  muscular  sub-aórtico,  la  raíz 
aórtica  y el  status  del  ducto  arterioso  cuando  el  septo 
interventricular  está  intacto.  También  demostrará  la 
posición  de  la  válvula  aórtica  en  relación  a la  pulmonar. 
Podemos  ver  en  la  figura  1 como  en  TGV  la  válvula 
aórtica  está  anterior  y a la  derecha  de  la  pulmonar.  La 
ventriculografía  izquierda  AP  y lateral  (Figuras  2A  y B) 
es  siempre  necesaria.  Con  ella  se  puede  evaluar  el  status 
anatómico  y funcional  de  la  válvula  pulmonary  la  región 
sub-valvular  así  como  su  relación  espacial  con  la  válvula 
aórtica.  El  tamaño  y localización  del  defecto  interven- 
tricular puede  evaluarse  en  la  proyección  lateral 
(Figura  2-B)  aunque  la  proyección  ideal  para  evaluar  el 
septo  y la  salida  ventricular  izquierda  es  en  la  posición 
oblicua  con  angulación  craneo-caudal.’ 

Contrario  al  futuro  sin  esperanzas  que  confrontaban 
los  infantes  con  TGV  hace  solo  algunos  años,  en  la  actua- 
lidad con  un  diagnóstico  temprano  y un  tratamiento 
médico  y quirúrgico  agresivo  se  le  puede  ofrecer  a estos 
infantes  la  oportunidad  de  alcanzar  la  vida  adulta.^  Estos 
niños  deben  ser  trasladados  temprano  aun  centro  médico 
especializado  donde  se  cuente  con  las  facilidades, 
experiencia  y destreza  en  el  cuidado  intensivo  y manejo 
quirúrgico  de  recién  nacidos.  Solo  así  le  estaremos  brin- 
dando a estos  neonatos  una  genuina  oportunidad  de 
sobrevivir. 
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Problems  in  Cardiac  Pacing 


Retrograde  Atrial  Conduction 
and  Reciprocal  Beating 

Charles  D.  Johnson,  IM.D.,  F.A.C.C. 


Abstract:  This  communication  addresses  retrograde 

atrial  conduction  and  reciprocal  beating,  and  particularly 
their  relation  to  cardiac  pacemakers.  Four  such  cases  are 
illustrated.  The  pathogenic  role  of  retrograde  atrial 
conduction  and  atrial  sensing  in  triggering  circus  movement 
pacemaker-mediated  tachycardias  in  DDD  and  VDD 
cardiac  pacemaker  patients  and  the  management  approach 
to  such  are  emphasized. 


conduction  into  the  right  bundle  branch),  and  ventricular 
premature  beats  (VPB),  the  last  of  which  produces  a RB 
with  aberration.  See  Holter  strips  in  figure  2.  The  fifth 
beat  in  the  upper  panel  is  a pacemaker-induced  RB,  and 
the  seventh  beat  a ventricular  fusion  beat  (VFB)-  fusion 
between  a RB  and  a paced  beat.  In  the  lower  panel  the 
third  and  seventh  are  RBs,  and  the  fourth  a VFB. 


Reentry  is  the  underlying  mechanism  for  most  cardiac 
arrhythmias.  Pacemaker-induced  retrograde  atrial 
activation  has  assumed  great  importance  as  an  inducer  of 
the  common  pacemaker-mediated  tachycardias  (PMT)  in 
atrial  sensing,  dual  chamber  cardiac  pacemakers.  Pace- 
maker-induced  reciprocal  or  echo  beats  are  also  being 
recognized  with  increasing  frequency,  and  are  common 
in  patients  undergoing  pacemaker  implantation  (RBs). 

These  4 cases  emphasize  pacemaker-induced  retro- 
grade atrial  activation  and  reciprocal  beating,  related  to 
the  fundamental  established  principles  of  reentrant  and 
reciprocal  rhythm  (RR),  and  an  underlying  mechanism  of 
PMTs  which  can  transpire  in  patients  with  pacemakers 
that  sense  and  pace  in  both  the  atria  and  ventricles. 

Case  1 

This  24-year-old  female  had  Stokes-Adams  attacks, 
sinoatrial  node  disease  nodal  rhythm,  complete  right 
bundle  branch  block  (RBBB),  giant  T waves  and  retro- 
grade atrial  conduction  following  repair  of  pentalogy  of 
Fallot  and  myocarditis.  Her  last  pacemaker  was  an 
Intermedies  223  (Intermedies,  Inc.  Freeport,  TX),  VVI 
left  ventricular  (LV)  epicardial  unit,  with  a demand  rate 
of  71  ppm. 

Figure  1 shows  an  electrogram  (ECG)  in  the  upper 
panel  and  Holter  ambulatory  monitoring  below  revealed 
pacemaker-induced  retrograde  atrial  depolarization  as 
retrograde  Wenckebach  periods,  often  terminated  by  a 
RB  with  RBBB  phase  3 aberration  (concealed  retrograde 
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Figure  1 


Figure  2 
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Case  2 

This  86-year-old  female  with  the  Sick  Sinus  Syndrome 
(SSS)  and  an  Intermedies  223-01  epicardial,  unipolar 
pacemaker  presented  pacemaker-induced  ventriculo- 
atrial conduction  (VAC)  and  RBs.  See  figures  3 & 4.  Rate 
77  ppm.  The  P‘  waves  of  the  RBs  are  negative  in  leads  II, 
III,  V,  and  V(,,  and  positive  peaked  in  a VR  and  V,,  and 
the  R-P'  interval  is  520  ms.  Lead  II-  the  R-P‘  intervals 
augment  producing  a RB  every  third  beat  of  pacer  ventri- 
cular origin  (figure  4).  Rate  71.  P‘  waves  follow  the 
second,  fifth,  tenth  and  thirteenth  beats.  The  first  and 
twelth  beats  are  VFBs-  sinus  plus  paced.  The  last  beat  in 
the  upper  top  and  second  rows  are  intrinsic  beats. 
Symptoms  of  palpitations,  dyspnea,  dizziness  and  chest 
pains  were  present. 


Figure  3 


Figure  4 


Case  3 
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Figure  5 


Case  4 

This  71-year-old  male  with  a SSS  and  AV  conduction 
disturbances,  and  a VVI  Intermedies  223  pacemaker, 
demonstrated  intermittent  pacemaker  retrograde  P' 
wave.  A retrograde  Wenckebach  pattern  was  present 
(figure  7).  RBs  with  phase  3 left  anterior  hemiblock  and 
interpolated  RB  were  present  on  other  traces.  Rate 
71  ppm.  The  R-P'  interval  is  0.26  S.  The  penultimate  P 
wave  may  be  an  atrial  fusion  beat  (AFB),  and  the  third, 
ninth  and  last  beats  VFBs-  as  fusion  between  the  paced 
beats  and  a nodal  premature  beat  with  retrograde  and 
antegrade  conduction. 

Permanent  ventricular  pacing  may  produce  regular 
RBs  following  each  paced  beat,  which  are  hemodynami- 
cally  ineffective;  but  being  sensed  they  delay  the  sub- 
sequent paced  beat  resulting  in  a bradycardia-like 
situation  with  a low  effective  ventricular  rate.  Atrial  or 
AV  sequential  pacing  tends  to  sppress  retrograde  atrial 
activation  and  RBs. 

A marker  channel  and  an  atrial  triggered  mode  can  aid 
in  detecting  retrograde  atrial  depolarization. 


The  tracings  of  this  case  are  illustrated  in  figures  5 
and  6.  Marquette  MAC-l-P;  lead  II,  pacemaker  pulse, 
calibration.  This  57-year-old  female  with  the  SSS  and  A V 
node  disease  had  an  Intermedies  253-02  VVI,  epicardial 
pacemaker.  The  first  strip  of  lead  II  with  magnet,  rate  88 
ppm,  shows  2:1  VAC;  the  spike  (S)-P'  wave  interval  = 
180  ms  (last  190  ms).  In  the  second  lead  II  strip  without 
magnet  there  are  two  pacemaker-induced  RBs  (fifth  and 
eighth);  these  have  S-P'  intervals  of  about  375  ms,  much 
longer  than  other  beats.  Toward  the  end  of  the  strip  there 
is  consistent  VAC,  with  a S-P'  interval  of  165-200  ms. 
The  eleventh  beat  is  a ventricular  pseudofusion  beat 
(VPFB).  In  figure  6,  there  are  paced  beats,  rate  76,  with’ 
and  without  retrograde  conduction,  and  a spontaneous 
beat  (fifth). 


Figure  7 


Discussion 

Mines  in  1913  first  reported  VAC.  RR  has  been 
scholarly  addressed  by  Moe  and  Schamroth. 

Retrograde  atrial  activation  is  common.  It  exists  in  33- 
10()9(  of  cases  with  normal  antegrade  AV  conduction, 
such  as  in  sinus  node  disease,  and  is  intact  in  14-45%  of 
cases  w ith  antegrade  A V block,  including  0-25%  of  cases 
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of  complete  A V block  (unidirectional  conduction);  VAC 
occurs  during  normal  sinus  rhythm  with  delayed  AV 
conduction.  Some  60%  of  VPBs  manifest  VAC.  The  VA 
interval  (VAI)  ranges  from  90  to  500  ms,  average  near 
240  ms.  VAC  may  be  enhanced  and  shortened  in  the 
younger  subject.  RBs  may  be  of  atrial,  AV  nodal  or  ven- 
tricular origin,  and  associated  with  VPBs  and  paced 
rhythm.  Retrograde  atrial  conduction  is  common  in  VVI 
pacing,  and  in  at  least  50%  of  all  DDD  pacing  at  some 
time.  Ventricular  impulses,  VAC,  in  the  absence  of  a 
bypass  tract,  must  traverse  the  ipsilateral  bundle  branch, 
the  His-Purkinje  system  before  reaching  the  AV  node  and 
atria  (normal  AV  pathway).  VAC  delay  is  mainly  in  the 
A V node;  however,  delay  or  block  may  be  encountered  in 
the  His-Purkinje  system.  The  retrograde  H may  be 
obscured  by  or  precede  the  local  V electrogram. 
Pacemaker-induced  RBs  have  been  reported  by  Barold, 
Kastor  and  Haddad. 

Delayed  VAC  of  paced  beats  or  VPBs  as  retrograde 
Wenckebach  conduction  may  induce  RBs.  VA  impulses 
may  possibly  induce  atrial  fibrillation  and  flutter 
(ordinarily  intraatrial  reentrant  rhythms)  in  the  absence 
of  a bypass  tract,  and  certainly  in  its  presence,  even  sug- 
gesting a concealed  accessory  pathway.  Concealed  retro- 
grade conduction  and  A V junctional  reentrey  in  atypical 
Wenckebach  block  (seen  on  the  ECG  as  sudden 
unexpected  delay  before  the  blocked  beat)  may  be  causa- 
tive of  an  AV  junctional  reentry  tachycardia.  VAC  may 
exist  in  Wenckebach  and  2:1  sequences.  A 2:1  retrograde 
P wave  may  result  from  AV  junctional  collision  of  the 
reentrant  with  the  next  faster  retrograde  impulse. 

P waves  are  typically  inverted  with  RBs.  However,  they 
may  be  upright  from  sinus  P capture  of  the  RB.  The  P 
wave  may  be  intermediate  as  an  AFB  from  the  P and 
retrograde  impulse  meeting  in  the  AVjunction  secondary 
to  subatrial  (atria  not  included  in  the  reentry  circuit) 
retrograde  concealed  AV  reentry. 

Retrograde  atrial  activation  during  ventricular  stimu- 
lation can  cause  problems:  1.  Adverse  hemodynamics- 
decreased  blood  pressure  and  cardiac  output,  AV  valve 
regurgitation,  pulmonary  and  systemic  congestion, 
syncope,  etc,  the  pacemaker  syndrome. 

2.  PMTs  (Endless  loop.  Pacemaker  circus  movement), 
described  by  Castellanos  and  Furman,  have  been 
increasingly  documented  by  workers  in  the  pacemaker 
field,  are  common  in  DDD  and  VDD  pacing,  and  have 
provided  the  impetus  for  pacemaker  industry  design 
changes  to  prevent  or  abort  such.  A retrograde  P‘  wave 
occurring  after  the  Post-ventricular  atrial  refractory 
period  (PVARP)-  VAC  PVARP-  can  be  sensed  by  the 
atrial  electrode  sensor,  which  is  unable  to  distinguish 
between  antegrade  and  retrograde  atrial  activation.  The 
generator,  atrial  and  ventricular  leads  serve  as  an  artifi- 
cial bypass  tract,  with  the  ventricular  output  stimulating 
the  ventricles  after  a delay  to  produce  a PMT  near  the 
maximal  tracking  rate  (MTR).  The  tachycardia  interval 
equals  the  AV  interval  (AVI)  or  delay  plus  the  R-P‘ 
interval. 

Other  incitants  of  PMTs  are: 

1.  VPBs 

2.  Atrial  premature  beats. 


3.  Supraventricular  tachycardias.  Sinus  tachycardia. 

4.  RBs  of  atrial  origin. 

5.  Skeletal  myopotential  oversensing  by  the  atrial 
amplifier  triggering  PMT. 

6.  Environmental  electromagnetic  interference;  noise 
on  the  atrial  sensor-clectrocautery,  chest  wall 
overdrive  stimulation. 

7.  Magnet  application  or  programmer  release.  Mode 
change.  Programmer. 

8.  Lengthening  of  the  AVI  at  the  MTR  of  some  DDD 
pacers  may  favor  VAC  and  PMT.  (Wenckebach 
behavior  may  exacerbate).  Lowering  the  upper  rate. 

9.  Loss  of  atrial  sensing  so  that  the  ventricular  output  is 
not  synchronized  to  atrial  depolarization;  ventricular 
depolarization  is  conducted  retrogradely  producing 
inappropriate  atrial  stimulation. 

10.  Recently  reported  is  a PMT  initiated  by  coincident  P- 
wave  undersensing  and  ventricular  blanking  period 
(ventricular  QRS  undersensing)  which  responded  to 
making  the  generator  more  sensitive. 

1 1.  Loss  of  atrial  capture  or  depolarization  can  result  in 
retrograde  atrial  activation  after  ventricular  pacing 
has  occurred  if  the  atria  are  not  refractory.  Normal 
ventricular  depolarization  is  preceded  by  an  atrial 
depolarization  which  renders  the  atria  or  AV  node 
refractory  to  retrograde  stimulation. 

12.  Failure  to  depolarize  the  atria  plus  slow  VA  activa- 
tion (which  is  ignored  by  the  atrial  sensor)  from 
DDD  and  DVI  pacing  and  from  VPBs  can  induce 
persistent  atrial  refractoriness  at  the  time  the  next 
atrial  stimulus  is  delivered,  accounting  for  atrial 
malpacing  and  noncapture. 

13.  A programmed  short  ,ARP  in  a DVI  mode  after  a 
VPB  in  a DDD  pacer,  because  the  atrial  stimulus 
occurred  in  the  RP  of  the  atria  after  a prior  unsensed 
P wave  to  be  sufficiently  separated  to  permit  the 
paced  escape  ventricular  event  to  be  conducted  retro- 
gradely to  the  atria. 

14.  The  escape  rate  of  a VDD  pacer  being  set  higher  then 
the  spontaneous  atrial  rate.  AAT  single  chamber 
PMT. 

AV  dissociation  and  loss  of  AV  synchrony  underlie 
these  mechanisms. 

Retrograde  conduction  tests  may  be  performed  as  part 
of  the  pacemaker  pre-implantation  evaluation  (“nonin- 
vasive”  or  at  the  time  of  invasive  electrophysiological 
studies)  or  at  the  time  of  pacemaker  implantation.  The 
presence  or  absence  of  VAC  on  ventricular  pacing  at 
different  cycle  lengths  (incremental  60- 140  ppm)  and  the 
VAI  are  determined.  VAC  should  be  evaluated  also 
during  A V sequential  pacing,  as  it  is  longer  (305  ms)  than 
during  ventricular  pacing  (201,  224  ms).  Intracardiac 
electrograms  are  obtained  and  used  for  measurement  of 
AV  and  VA  intervals,  and  as  a basis  for  appropriate 
pacemaker  setting.  However,  VAC  is  variable  and  may 
manifest  after  pacemaker  implantation  when  not  present 
prior,  so  that  the  above  studies  and  post-implant  Holter 
study  are  not  always  reliable.  An  accurate,  safe  and 
simple  noninvasive  measurement  of  retrograde  VAC  in 
patients  at  risk  for  PMT  using  a chest  wall  stimulation 
technique  was  recently  described.  Retrograde  conduction 
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patterns  differ  depending  upon  physiologic  factors, 
autonomic  tone  and  catecholamines,  the  time,  sedated  or 
acti\  e state,  age  and  disease  of  the  patients,  drug  therapy, 
left  ventricular  failure,  the  origin  of  the  ventricular  beat 
and  the  method  of  study. 

Management  of  PMTs 

1.  A DDD  pacemaker  may  be  used  (proceed  with 
caution  and  observe),  or  be  contraindicated  if  the 
evaluation  reveals  VAC. 

2.  Bipolar  DDD  systems  to  prevent  oversensing,  such 
as  pectoral  muscle  artifacts.  Anode  cover. 

3.  Antiarrhythmic  therapy  to  control  or  block  retro- 
grade conduction,  such  as  digoxin,  verapamil, 
propranolol  and  procainamide. 

4.  Pretrial  and  restore  loss  of  AV  synchrony.  Correct 
VPBs  and  APBs.  Correct  loss  of  atrial  capture 
(augment  output),  atrial  sensing  (augment  sensiti- 
vity) or  diminish  atrial  sensitivity  if  possible  to  not 
sense  a P‘  or  myopotentials. 

5.  Acute  magnet  or  programmer  application,  which 
eliminates  all  sensing  of  electrical  activity  including 
retrograde  P‘  waves. 

6.  Lower  the  MTR  to  100  bpm-  a less  rapid  PMT. 
Infrequently  raise  the  MTR  by  shortening  the  total 
ARP,  possibly  suppressing  VPBs  and  APBs.  MTR 
and  AVI  shortening  may  induce  self-termination  of 
retrograde  conduction  by  blocking  recovery;  leng- 
thening the  AVI  might  favor  natural  AV  conduction. 
Increase  the  lower  rate  for  VPBs.  Decrease  the  lower 
rate  to  lessen  escape  pacing.  2:1  block  mode,  if 
tolerable,  might  make  the  retrograde  pathway 
refractory  by  preventing  AVI  extension. 

7.  Lengthen  the  PVARP  (the  period  when  the  atrial 
amplifier  is  refractory  after  a paced  or  sensed  ventri- 
cular event),  if  possible,  to  a value  some  50  mS 
greater  than  the  VAI,  so  that  any  retrograde  P‘  falls 
within  the  ARP  and  will  not  be  sensed;  or  indirectly 
by  changing  the  MTR  and  AV  delay  (a  short  or 
medium  value),  changing  the  lower  rate  and  AV 
delay  or  the  AV  delay  alone.  However, a longer  ARP 
decreases  the  physiologic  rate  responsiveness  and 
MTR  of  1: 1 tracking  unless  the  AVI  is  shortened.  The 

MTR=  60,000  ms 

Total  ARP  (AVI  -f-  PVARP) 

A PVARP  of  300-400  ms  should  control  PMTs  in 
most  cases.  The  VAI  obtained  at  AV  sequential 
pacing  at  a cycle  of  600  ms  and  with  programmed 
ventricular  stimuli  may  aid  setting  of  the  PVARP. 

9.  RPs-  The  Medtronic  7000  Versatrax  1 DDD 
pacemaker  had  an  short,  fixed  PVARP  of  only 
155  ms,  and  was  particularly  identified  with  PMTs 
(one-third  to  one-half  of  recipients).  Versatrax  II 
(7()()()A)  has  a longer  RP  (nonprogrammable)  of 
235  ms.  Programmable  ARPs  are  features  of  the  new 
Medtronic  Symbios  Model  7005/6  DDD  unit  (Total 
ARP  = 180-650  ms,  PVARP  155-400  ms),  the. 
Cordis  (Cordis  Corp.  Miami,  Fla)  Sequicor  (total 
325-750  ms,  PVARP  25()-5()()  ms)  and  Gemini 
pacers,  the  Pacesetter  AFP  283  (Pacesetter  Systems, 


Inc.  Sylmar,  CA)  and  the  new  Intermedies  Cosmos 
Model  283-01  (ARP  220-570  ms,  PVARP  170- 
520  ms  in  5 ms  increments). 

10.  After  a VPB,  automatic  extension  of  the  ARP  and 
DVI  mode  pacing  (deactivation  of  atrial  sensor;  two 
ventricular  events  without  an  intervening  atrial 
event)  to  prevent  atrial  sensing  of  any  retrograde 
conduction;  Does  not  compromise  the  upper  rate 
performance.  This  feature  is  available  in  several 
DDD  pacemakers  and  is  frequently  but  not  always 
effective  in  preventing  PMTs  (rriay  fail  for  the  retro- 
grade P'  of  APBs  and  the  psudo-P  of  myopotential 
sensing;  may  induce  a PMT). 

Versatrax  11  - Automatic  extension  of  ARP  to  340  ms 
after  a VPB;  the  DVI  mode  is  switched  off 
after  a sensed  or  paced  ventricular  event 
after  the  VPB. 

Symbios  - ARP  automatically  extended  to  400  ms. 
Pacesetter  283  - similar  programmable  mode  called 
DDX;  remains  in  the  DVI  mode  until  atrial 
pacing  occurs. 

Cosmos  - programmable  atrial  refractory  extension 
for  one  cycle  whenever  the  generator 
senses  a ventricular  event  outside  the  AV 
delay  (VPB)  or  dissociating  the  atria  and 
ventricles;  both  atrial  and  ventricular 
outputs  are  inhibited  and  the  ARP  is 
lengthened  by  the  value  of  the  programmed 
atrial  refractory  extension  (0-250  ms).  The 
Sum  of  the  latter  + ARP  (minus  the  .AM) 
is  VAC  time. 

A DDD  escape  mode  combined  with  a 
long  ARP  after  a VPB  was  believed  to  be  a 
better  method  tor  avoidance  of  P.MTs. 

11.  A PMT  may  be  interrupted  by  period  elimination  of 
a triggered  ventricular  output  pulse  or  single  atrial 
synchronized  ventricular  paced  event  upon  its  recog- 
nitions, allowing  for  return  of  the  normal  atrial 
rhythm.  The  Cosmos  is  designed  with  a tachycardia- 
termination  algorithm  which  interrupts  atrial  track- 
ing and  inhibits  the  sixteenth  output  pulse,  whenever 
a consecutive  train  of  15  ventricular  pace  events  at 
the  ventricular  tracking  limit  rate  occurs,  breaking 
the  reentry  loop. 

1 2.  Reprogram  the  pacemaker  to  the  DVI  or  VVI  modes, 
realizing  the  loss  of  physiological  atrial  sensing,  etc. 
This  may  be  rarely  necessary. 

1 3.  Allow  th  w PMT  to  terminate  itself  because  of  fatigue 
of  the  retrograde  pathway.  Spontaneous  VPBs  can 
sometimes  stop  a PMT. 

It  is  anticipated  that  PMTs  will  occur  less  frequently 
in  the  future. 


Resumen:  Esta  comunicación  se  refiere  a la  conducción 

atrial  retrograda  y la  pulsación  recíproca,  particularmente 
su  relación  con  los  marcapasos  cardiácos.  Se  ilustran 
cuatro  de  estos  casos.  Se  enfatiza  el  rol  patogénico  de  la 
conducción  atrial  retrógrada,  la  sensibilidad  atrial  al 
desatar  el  movimiento  en  círculo  . Se  discuten  las  taquicar- 
dias mediadas  por  marcapasos  en  pacientes  con  marcapa- 
sos DDI)  y \ DI),  asi  como  el  manejo  de  estos  pacientes. 
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Health  Implications  of  Obesity* ** 

Current  knowlegde  of  human  obesity  has  progressed 
beyond  the  simple  generalizations  of  the  past.  It  is 
almost  certain  that  obesity  has  multiple  causes  and  that 
there  are  different  types  of  obesity. 

To  assess  the  health  implications  of  obesity,  new 
knowledge  and  new  epidemiologic  observations  has 
introduced  a variety  of  complications  that  must  be 
addressed.  The  interpretations  of  different  studies  have 
been  complicated  by  smoking  behavior,  the  coexistence 
of  other  diseases  and  variations  in  methods  of  data  collec- 
tion. Because  population  studies  have  not  been  represen- 
tative of  the  U.S.,  there  have  been  uncertainties  as  to  how 
far  the  results  can  be  projected. 

There  is  evidence  that  an  increasing  number  of  children 
and  adolescents  are  over-weight.  Even  though  not  all 
overweight  children  will  necessarily  become  overweight 
adults,  the  increasing  prevalence  of  obesity  in  childhood 
is  likely  to  be  reflected  in  increasing  obesity  in  adult  years. 
The  high  prevalence  of  obesity  in  our  adult  population 
and  the  likelihood  that  the  nation  of  the  future  will  be 
even  more  obese  demand  a reassessment  of  the  health 
implications  of  this  condition. 

What  is  Obesity? 

Adipose  tissue  is  a normal  constituent  of  the  human 
body  that  serves  the  important  function  of  storing  energy 
as  fat  for  mobilization  in  response  to  metabolic  demands. 
Obesity  is  an  excess  of  body  fat  frequently  resulting  in  a 
significant  impairment  of  health.  The  excess  fat 
accumulation  is  associated  with  increased  fat  cell  size;  in 
individuals  with  extreme  obesity,  fat  cell  numbers  are 
also  increased.  Although  the  etiologic  mechanisms 
underlying  obesity  require  further  clarification,  the  net 
effect  of  such  mechanisms  leads  to  an  imbalance  between 
energy  intake  and  expenditure.  Both  genetic  and  environ- 
mental factors  are  likely  to  be  involved  in  the 
pathogenesis  of  obesity  and  include  excess  caloric  intake. 
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decreased  physical  activity  and  metabolic  and  endocrine 
abnormalities.  Hence,  a number  of  subtypes  of  obesity 
exist. 

The  precise  determination  of  the  amount  of  body  fat 
requires  technically  sophisticated  methods  that  are 
available  only  in  reseach  laboratories.  For  public  health 
studies  and  clinical  practice,  simple  and  convenient 
anthropometric  measurements  based  on  height,  weight 
and  skinfold  thickness  are  recommended.  For  adults  of 
20  years  and  older,  two  methods  are  now  in  wide  use: 

(1)  estimation  of  relative  weight  (RW)  in  the  1959  or 
1983  Metropolitan  Life  Insurance  Company  tables  and 

(2)  calculation  of  body  mass  index  (BM).  Separate 
criteria  must  be  used  for  evaluating  fatness  in  children 
and  adolescents. 

Adipose  tissue  depots  do  not  constitute  a uniform 
organ;  fat  cells  around  the  waist  and  fiank  and  in  the 
abdomen  are  more  active  metabolically  than  those  in  the 
thigh  and  buttocks.  The  location  of  body  fat  has  emerged 
as  an  important  predictor  of  the  health  hazards  of 
obesity.  Sites  of  body  fat  predominance  are  easily 
measured  by  the  ratio  of  waist  to  hip  circumferences. 
High  ratios  are  associated  with  higher  risks  for  death  and 
illness. 

The  panelists  agree  that  an  increase  in  body  weight  of 
20%  or  more  above  desirable  body  weight  constitutes  an 
established  health  hazard.  Significant  health  risks  at 
lower  levels  of  obesity  can  present  hazards,  especially  in 
the  presence  of  diabetes,  hypertension,  heart  disease  or 
their  associated  risk  factors. 

What  Is  The  Evidence  That  Obesity  Has 
Adverse  Effects  On  Health? 

Clinical  observations  have  long  suggested  a connection 
of  obesity  (particularly  in  its  extreme  forms)  with  a 
variety  of  illnesses.  Obesity  creates  an  enormous  psycho- 
logical burden.  In  fact,  in  terms  of  suffering,  this  burden 
may  be  the  greatest  adverse  effect  of  obesity.  At  the 
present  time,  the  strongest  evidence  that  obesity  has  an 
adverse  effect  on  physical  health  comes  from  population- 
based  prevalence  (cros.s-sectional)  and  cohort  (follow  up) 
studies.  These  data  are  complemented  by  weight- 
reduction  trials. 

'I'hc  most  comprehensive  data  on  prevalence  of  cardio- 
vascular disease  (CVD)  risk  factors  and  obesity  are  from 
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the  National  Health  and  Nutrition  Examination  Surveys 
(NHANES  1 [1971-1974]  and  NHANES  II  [1976-1980] 
based  on  representative  samples  of  residents  of  the 
United  States). 

Data  from  NHANES  II  we  analyzed  by  comparing 
several  parameters  for  the  subjects  at  or  above,  or  below, 
the  85th  percentile  of  the  noninstitutionalized,  non- 
pregnant U.S.  residents,  age  20  to  29,  from  1976  to  1980. 
At  or  above  this  cutoff  point,  males  have  a BMI  27.8 
and  females  have  a BMI  27.3.  This  analysis  showed  a 
strong  association  between  the  prevalence  of  obesity  and 
CVD  risk  factors.  Based  on  these  criteria,  the  prevalence 
of  hypertension  (blood  pressure  greater  than  160/95)  is 
2.9  times  higher  for  the  overweight  than  for  the  nonover- 
weight. The  prevalence  is  5.6  times  higher  for  the  young 
(20  through  44  years  old)  overweight  than  for  the  non- 
overweight subjects  in  this  age  group.  The  prevalence  is 
twice  as  high  for  the  obese  older(45  through  74yearsold) 
group  as  it  is  for  the  nonoverweight  subjects  of  the  same 
age.  The  prevalence  of  hypercholesterolemia  (blood 
cholesterol  over  250  mg/dl)  in  the  young  oveweight 
group  is  2.1  times  that  of  the  nonoverweight  group; 
overweight  and  nonoverweight  subjects  show  similar  pre- 
valences for  hypercholesterolemia  after  age  45. 

Levels  of  blood  pressure  and  serum  cholesterol  vary 
with  levels  of  obesity  in  a continuous  manner.  This 
relationship  holds  for  the  so-called  normal,  as  well  as  the 
elevated,  range  in  observational  studies.  Intervention 
studies  confirm  that  levels  of  blood  pressure  and  serum 
cholesterol  can  be  reduced  by  weight  reduction. 

The  prevalence  of  reported  diabetes  is  2.9  times  higher 
in  overweight  than  nonoverweight  persons  in  the 
NHANES  data.  Type  II  diabetes  (maturity  onset  or 
noninsulin-dependent  mellitus — NIDDM)  appears  to  be 
an  inherited  disease;  however,  studies  clearly  show  that 
weight  reduction  can  reverse  the  obnormal  biochemical 
characteristics  of  NIDDM. 

Coronary  Artery  Heart  Disease  (CAHD) 

The  relationship  of  obesity  to  the  incidence  of  CAHD 
has  been  studied  in  a large  number  of  cohort  studies.  In 
contrast  to  the  consistent  relatioship  of  obesity  to  CAHD 
risk  factors  found  in  the  overwhelming  majority  of 
prevalence  studies,  widely  divergent  results  have  been 
reported  for  the  relationship  of  obesity  to  the  incidence  of 
CAHD.  Thus,  the  eight  cohort  studies  of  U.S.  Pooling 
Project  found  discrepant  results,  including  no  associa- 
tion, a U-shaped  relationship  and  a positive  relationship 
of  obesity  to  CAHD.  However  when  data  from  these 
same  studies  were  combined,  there  was  a positive  rela- 
tionship of  obesity  to  the  risk  of  CAHD.  Possible 
explanation  for  the  discrepant  findings  include  differ- 
ences in  health  status  of  industrial  workers  in  contrast 
with  health  status  of  the  total  population,  varying 
duration  of  follow  up  among  the  studies  and  inadequate 
sample  sizes. 

Studies  in  which  obesity  predicted  CAHD  usually 
found  that  obesity  was  not  a riks  factor  independent  of 
the  standard  risk  factors.  However,  the  Eramingham 
Study,  a large,  general  population-based  study  that  is 
strengthened  by  having  long  duration  follow-up  data 


recently  disclosed  an  increasing  risk  of  CAHD  with 
increasing  levels  of  obesity,  independent  of  the  other 
standard  risk  factors. 

Other  recent  studies  indicate  that  the  distribution  of  fat 
deposits  may  be  a better  predictor  of  CAHD  than  is  the 
degree  of  obesity.  Excess  abdominal  fat  is  more  often 
related  to  disease  than  are  fat  deposits  in  the  thigh  or 
gluteal  areas. 

Cancer 

There  are  numerous  epidemiological  studies  of  obesity 
and  site-specific  malignancies,  one  of  the  largest  of  which 
is  the  American  Cancer  Society  (ACS)  Study  involving 
more  than  one  millón  men  and  women.  Through  the  last 
follow-up  year  (1972),  93%  of  the  subjects  were  traced 
(alive  or  dead).  Obese  males,  regardless  of  smoking 
habits,  had  a higher  mortality  from  cancer  of  the  colon, 
rectum  and  prostate.  Obese  females  had  a higher  morta- 
lity from  cancer  of  the  gallbladder,  biliary  passages, 
breast  (post-menopausal),  uterus  (including  both  cervix 
and  endometrium),  and  ovaries.  In  the  case  of 
endometrial  cancer,  women  with  marked  obesity  showed 
the  highrest  relative  risk  for  the  obese  versus  the 
nonobese. 

What  is  the  Evidence  That  Obesity  Affects  Longevity? 

Obesity  has  an  adverse  effect  on  longevity.  Convincing 
evidence  of  this  has  been  evaluated  in  four  very  large 
insurance  studies  (1903  to  1979),  the  Framingham  30- 
Year  Follow-Up  Study,  the  American  Cancer  Society 
Study  and  other  small  cohort  studies.  Some  additional 
cohort  studies  do  not  show  this  adverse  effect,  but  these 
studies  present  problems  in  interpretation  due  to  small 
size,  follow  up  of  10  years  or  less,  occupational  bias  or  a 
population  otherwise  not  representative  of  the  U.S. 
population. 

The  increase  in  mortality  versus  relative  weight  is 
steeper  in  men  and  women  under  age  50  than  in  older 
persons  and  the  increase  with  duration  is  also  steeper. 
These  findings  suggest  that  particular  attention  should  be 
paid  to  efforts  to  reduce  weight  in  younger  patients. 

Recent  studies  suggest  that  the  distribution  of  fat 
deposits  may  be  a better  predictor  of  mortality  than  BMI 
or  RW.  If  confirmed,  it  may  be  important  in  the  future  to 
measure  fat  distribution  in  addition  to  using  height- 
weight  tables. 

Tables  of  Desirable  Weights  by  Height 

Tables  based  on  weights  associated  with  the  lowest 
mortality  rate  among  insured  populations  of  adults  are 
widely  available.  At  least  two  versions  are  in  current  use; 
the  1959  Metropolitan  Life  Insurance  Company  table 
and  the  1983  revision. 

Confusion  exists  as  a result  of  the  slight  increases  in 
desirable  weights  seen  in  the  1983,  asopposed  to  the  1959, 
tables.  In  the  1983  tables,  desirable  weights  for  men  and 
women  in  the  shortest  stature  groups  are  12  and  14 
pounds  higher,  respectively,  than  they  were  in  1959.  It  is 
recognized  that  such  increased  body  weight  may 
contribute  to  high  blood  pressure,  hypercholesterolemia 
and  glucose  intolerance  or  similar  risk  factors,  apart  from 
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the  impact  of  weight  on  mortality.  Neither  the  1959  nor 
the  1983  height-weight  tables  reflect  current  weight  and 
mortality  relationship  for  the  American  population, 
since  the  deaths  reflect  mortality  of  policyholders  1 1 
years  prior  to  the  publication  of  the  tables. 

Body  Mass  Index  (BMI) 

BMI  = Body  wt.  in  Kg. 

(Ht  in  m)‘ 

The  body  mass  index  is  another  simple  measurement 
highly  correlated  with  other  estimates  of  fatness.  It 
minimizes  the  effect  of  height  and  is  useful  for  descriptive 
or  evaluative  purposes.  It  has  the  advantage  of  permitting 
comparison  of  populations.  The  major  limitation  of  the 
BMI  is  that  it  is  difficult  to  interpret  to  patients. 

The  consensus  panel  recommends  that  physicians 
adopt  this  measure  as  an  additional  factor  in  evaluating 
patients  and  that  nomograms  be  used  to  facilitate  calcu- 
lations of  BMI. 

For  What  Medical  Conditions  Can  Weight 
Reduction  Be  Recommended? 

Weight  reduction  may  be  a critical  factor  for  patients 
with  cardiopulmonary  symptoms  in  which  extreme 
obesity,  arbitrarily  defined  as  weight  twice  the  desirable 
weight  or  45  kg  (100  pounds)  over  desirable  weight,  is  a 
contributing  factor. 

Weight  reduction  should  be  recommended  to  persons 
with  excess  body  weight  of  20%  or  more  above  desirable 
weights  in  the  Metropolitan  Life  Insurance  Company 
tables  (using  the  midpoint  of  the  range  for  a medium- 
build  person).  In  the  1983  tables,  20%  over  desirable 
weight  is  a higher  weight  than  would  be  obtained  by  the 
use  of  the  1959  tables.  The  maximum  increase  is  found  in 
those  of  short  stature.  Use  of  the  lower  weights  as  goals 
would  be  advisable  in  the  presence  of  some  complica- 
tions. The  BMI  values  for  men  and  women  identified  with 
the  lower  cutoff  point  for  overweight  are  27.8  and  27.3, 
respectively  (as  determined  by  the  National  Center  for 
Health  Statistics). 

Weight  reduction  is  also  desirable,  even  in  patients 
with  lesser  degrees  of  obesity,  in  many  other  circums- 
tances, such  as  noninsulin-dependent  diabetes  mellitus, 
hypertension  and  hypertriglyceridemia  or  hypercholes- 
terolemia. 

Weight  reduction  is  likely  to  be  helpful,  although  the 
benefits  may  not  be  as  clear  in  othe  circumstances, 
including  coronary  heart  disease  and  gout. 

In  any  circumstances  in  which  excessive  weight 
imposes  functional  burdens,  such  as  chronic  obstructive 
pulmonary  disease  or  osteoarthritis  of  the  spine,  legs  or 
knees,  weight  reduction  may  improve  functioning  of  the 
affected  system,  organ  or  region.  In  addition  to  diagnosis 
and  treatment  by  physicians  the  assistance  of  other  health 
professionals  is  critical  for  treatment  in  any  weight- 
reduction  program.  When  exercise  is  prescribed  as  an 
adjunct  to  other  methods  of  weight  reduction,  assesment 
by  a physician  of  the  cardiopulmonary  risk  of  exercise  is 
expecially  important. 


What  Should  be  the  Directions  of  Future  Research  in  this 
Area? 

Several  areas  of  investigation  are  stressed  by  this  Panel. 
In  infancy  and  childhood,  we  must  search  for  biological 
(genetic,  metabolic  or  anthropometric)  markers  as 
predictors  of  adult  obesity.  We  need  to  define  the 
mechanism  by  which  body  fat  distribution  is  associated 
with  adverse  effects  of  obesity.  In  the  complex  area  of 
energy  balance,  we  need  to  understand  the  effects  of  the 
central  and  autonomic  nervous  systems  and  the 
endocrine  system,  adipose  tissue  cellularity  and  metab- 
olism, the  role  of  various  components  of  thermogenesis 
in  the  overall  control  of  energy  balance,  control  of  food 
intake  (e.g.,  endogenous  opiods)  and  satiety  factors  (e.g., 
gut  hormones).  Relative  risk  tables  that  incorporate  both 
fat  and  distribution  and  height-weight  data  should  be 
developed. 

Conclusions 

The  evidence  is  now  overwhelming  that  obesity, 
defined  as  excessive  storage  of  energy  in  the  form  of  fat, 
has  adverse  effects  on  health  and  longevity.  Obesity  is 
clearly  associated  with  hypertension,  hypercholeste- 
rolemia, NIDDM,  and  excess  of  certain  cancers  and 
other  medical  problems.  Height  and  weight  tables  based 
on  mortality  data  or  the  body  mass  index  are  helpful 
measures  to  determine  the  presence  of  obesity  and  the 
need  for  treatment.  Thirty-four  million  adult  Americans 
have  a body  mass  index  greater  than  27.8  (men)  or  27.3 
(women).  At  this  level  of  obesity,  which  is  very  close  to  a 
weight  increase  of  20%  above  desirable,  treatment  is 
strongly  advised.  When  diabetes,  hypertension  or  a 
family  history  for  these  disease  is  present,  treatment  will 
lead  to  benefits  even  when  lesser  degress  of  obesity  are 
present. 

Obesity  research  efforts  should  be  directed  toward 
elucidation  of  biologic  markers,  factors  regulating  the 
regional  distribution  of  fat,  studies  of  energy  regulation 
and  studies  utilizing  the  techniques  of  anthropology, 
psychiatry  and  the  social  sciences. 
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MILLIONS  OF 
PEOPLE  HAVE 
BEEN  CURED 
OF  A DISEASE 
MOST  PEOPLE 
THINK  IS 
INCURABLE 


We've  made  signiñeant  progress  against  most  forms  of  cancer. 

But,  as  far  as  many  people  are  concerned,  cancer  is  still  a fatal 
disease. 

There  are  nearly  three  million  people  who  would  disagree.  People 
who  have  had  cancer  and  are  now  cured. 

For  certain  forms  of  cancer,  the  progress  we've  made  is  nothing 
short  of  miraculous. 

With  early  detection  and  prompt  treatment,  the  survival  rate  for 
Hodgkin's  disease  can  be  as  high  as  74%.  Childhood  leukemia:  as 
high  as  65%.  Colon  and  rectal  cancer;  as  high  as  75%.  Breast  cancer: 
as  high  as  90%. 

Today,  one  in  every  two  people  w'ho  get 
cancer  will  survive. 

As  far  as  we've  come,  we  still  have  quite  a 
way  to  go.  And  for  that,  we'd  like  your  help. 

There's  only  one  place  where  cancer  is 
a hopeless  disease; 

In  vour  mind. 


AAAERiaXN 
V CANCER 
f SOQETY' 

Help  us  keep  \\  inning. 


CARTAS  AL  EDITOR 


¿Holctín  o Revista? 

Deseo  hacer  llegar  a usted  y a la  Junta  Editora  del 
Boletín  de  la  Asociación  Médica  de  Puerto  Rico  mis 
sinceras  felicitaciones  por  la  labor  de  excelencia  realizada 
por  ustedes  convirtiendo  al  Boletín  en  un  verdadero 
medio  de  comunicación  médica  científica  efectiva  al  nivel 
de  otras  publicaciones  similares  en  los  Estados  Unidos  y 
otras  partes  del  mundo. 

Quisiera  traer  ante  vuestra  consideración  mi  preocu- 
pación acerca  del  nombre  “Boletín”,  que  asumo  debe 
tener  valor  histórico  y sentimental  para  muchos  miem- 
bros de  nuestra  Asociación,  pero  que  no  va  a la  par  con 
los  propósitos  y metas  que  usted  ha  expuesto  en  los 
diferentes  Editoriales  en  los  últimos  años.  Propongo  que 
la  Junta  Editora,  considere  y consulte  la  posibilidad  de 
cambiar  el  nombre  del  Boletín  al  de  Revista  de  la 
Asociación  Médica  de  Puerto  Rico,  brindándole  unifor- 
midad con  otras  publicaciones  mundiales,  y al  mismo 
tiempo  expresando  el  verdadero  significado  del  mensaje 
escrito,  un  nuevo  reconocimiento  o segunda  vista  a 
problemas  médicos  que  es  la  verdadera  razón  de  ser  de 
esta  actividad. 

Volviendo  a reiterar  mi  felicitación  a la  obra  realizada 
por  ustedes,  quedo 

Atentamente, 

Jorge  L.  Sánchez,  M.D. 

Catedrático  y Director 
Departamento  de  Dermatología 
Recinto  de  Ciencias  Médicas 
Universidad  de  Puerto  Rico 


Reflexiones  de  un  Anestesiólogo 

Por  muchos  años  ha  existido  confusión  en  la  mente  de 
algunas  personas  relacionadas  con  la  industria  de  la  salud 
incluyendo  médicos,  enfermeras,  administradores  y 
miembros  de  las  Juntas  de  Directores  de  Hospitales  con 
relación  a las  funciones  del  anestesiólogo. 

Como  resultado  de  esta  confusión  se  permite  la  impo- 
sición de  limitaciones  en  las  funciones  del  anestesiólogo 
competente  que  a su  vez  afectan  la  calidad  de  los  servicios 
médicos  ofrecidos  a los  pacientes  en  nuestros  Hospitales. 

Debe  ser  de  conocimiento  de  todas  estas  personas  que 
las  destrezas  que  poseen  los  anestesiólogos  los  capacitan 
para  muchas  funciones  fuera  de  la  Sala  de  Operaciones 
como  consultor  médico  y en  el  cuidado  especializado  de 
muchos  pacientes  con  problemas  de  dolor,  del  sistema 
respiratorio  y del  sistema  cardiovascular. 


Debido  a estas  destrezas  y conocimientos  especia- 
lizados, el  anestesiólogo  es  una  piedra  angular  en  el 
cuidado  médico  total  que  ofrecen  hoy  en  día  los  hospi- 
tales modernos. 

Desgraciadamente  y no  conociendo  estas  funciones  del 
anestesiólogo  fuera  del  ámbito  de  la  Sala  de  Operaciones, 
muchos  legos  y algunos  médicos  mal  interpretan  el 
interés  de  los  anestesiólogos  en  particular  en  otras  activi- 
dades médicas  del  Hospital.  Comentan  algunos  que  es  el 
interés  económico  lo  que  los  motiva  a invadir  esos 
campos  ignorando  que  son  consultados  de  emergencia 
cuando  otros  médicos  no  pueden  resolver  el  problema  en 
forma  efectiva.  No  consideramos  esta  situación  razona- 
ble para  los  anestesiólogos  y para  la  buena  práctica  de 
medicina.  Los  anestesiólogos  competentes  y las  Socieda- 
des de  Anestesiólogos  deben  preocuparse  y ocuparse  por 
orientar  a todas  estas  personas  con  relación  a su  prepa- 
ración y las  funciones  que  normalmente  son  aceptadas 
como  parte  del  campo  de  la  anestesiología. 

La  mejor  forma  de  lograr  este  propósito  es  dando  a 
conocer  la  definición  del  Departamento  del  Trabajo  de  los 
Estados  Unidos  y la  Sociedad  Americana  de  Anestesiólogos 
de  lo  que  es  Anestesiología: 

Anestesiología  es  la  práctica  de  medicina  que  trata, 
pero  no  se  limita  a; 

1)  El  manejo  de  procedimientos  para  rendir  al 
paciente  insensible  al  dolor  y estrés  emocional  durante 
procedimientos  quirúrgicos,  obstétricos  y ciertos  proce- 
dimientos médicos. 

2)  Mantener  las  funciones  vitales  durante  el  estrés  de 
manipulaciones  anestésicas  y/o  quirúrgicas. 

3)  Manejo  del  paciente  inconsciente  por  cualquier 
causa. 

4)  El  manejo  para  el  control  y alivio  del  dolor. 

5)  El  manejo  de  problemas  de  resucitación  cardíaca 
y/o  respiratoria. 

6)  La  aplicación  de  métodos  específicos  de  terapia  por 
inhalación. 

7)  El  manejo  clínico  de  problemas  de  equilibrio  elec- 
trolítico, de  líquidos  o disturbios  metabólicos. 

Pretender  reconocer  estas  funciones  del  anestesiólogo 
solamente  cuando  se  le  necesita  en  una  emergencia  o por 
razones  personales  no  propicia  ni  conduce  al  mejor 
cuidado  médico  total  de  todos  nuestros  pacientes.  ¡Y  es 
precisamente  ésta  la  meta  por  la  cual  todos  los  médicos 
debemos  luchar! 

Miguel  Colón  Morales,  M.D. 
Director  Depto.  Anestesiología 
Hospital  del  Maestro 
Hato  Rey,  Puerto  Rico 


117 


y jk- 

Dr.  LaSalle  D.  Leffall,  past  president.  American  Cancer  Society 

“If  everyone  over  50  had  checkups  for  colorectal  cancer, 
the  cure  rate  could  be  as  high  as  75%* 


“If  more  people  had  coloreetal  cancer  checkups, 
more  people  could  be  cured,”  says  Dr.  LaSalle  D.  Leffall, 
Jr.,  M.D.,  F.A.C.S.,  Professor  and  Chairman  ot  the  Depart- 
ment of  Surgery  Howard  University  Hospital,  Washing- 
ton, D.C.  “It’s  that  simple.  You  can't  cure  it  if  you  don  t 
know  you  hav'e  it  .’  But  if  it  s detected  early,  the  cure  rate 
for  colorectal  cancer  is  very  high.  Your  doctor  can  per- 
form the  digital  and  proctoscopic  exams,  and  you  take 
care  of  the  simple  stool  blood  test  at  home. 

The  present  cure  rate  is  44%.  We  believe  it  could  be 
at  least  31%  higher.  Since  men  and  women  are  equally 
affected  by  this  disease,  we  urge  everv’one  over  SO  to  get 
regular  checkups  at  the  intervals  specified  in  the  box  on 

the  right.  , , , . 

Fact  is,  there  will  be  130,000  new  cases  cT colorectal 

cancer  this  year.  You  can  help  us  cure  7S%  of  them. 

If  you  are  not  in  the  age  group  affected,  please  pass 


his  information  on  to  someone  you  know  who  is.  The 
earning  signs  for  colorectal  cancer  are:  a change  in  bowel 

labits  and  blood  in  the  stool.  , , . 

People  with  a familv  history  of  coUmi  or  rectal  caiutr 
)r  ulcerative  colitis  are  at  higher  risk  and  are  urged  to  be 
ioubly  cautious. 

Help  us  raise  the  cure  rate. 


Colorectal  Cancer  Checkup  Guidelines  for  men  and 
women  over  SO  without  symptrims; 

• Digital  exam  every  year 

• Stool  blood  test  every  year 

• Procto  exam  every  3 to  S years  alter  _ initial  negatn  t 
tests  1 year  apart. 


No  one  faces 

c'ancer  alone. 


I 


AMERICAN  CANCER  SOQETY® 


Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much.** 


Introdudng 

The  standout. 


© 1985  Ayerst  Laboratories 


. Once~daily  _ _ 

INDERIDELA 


The  world's  leading  beta  blocker 
and  díuretíc-fbronce-daíly 
convenience  without  compromise 

When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide/ 
the  thiazide  of  choice  for  comfortable 
moming  diuresis 

Hydrochlorothiazide  is  the  world’s  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERIDE  LA  provides  conifortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

-one  of  the  three  most  widely  prescribed  dosage  strengths  of  INDERAL®  LA- 
SO mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


80/50  120/50  160/50* 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsuie—Once  daiiy 


•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  iFOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  ) 

INDERIDE»  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL s LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE^  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  m patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®); 

CARDIAC  failure  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized  it  may  be  prudent  to  follow  the  above 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  m which  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blockmg  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

general  Propranolol  should  be  used  with  caution  tn  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease  elevated  serum  transaminase  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pme.  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamme- 
biockmg  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  m 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

general  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  ctimcai  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth  thirst 
weakness  lethargy,  drowsiness  restlessness  muscle  pains  or  cramps  muscular  fatigue 
hypotension,  oliguria,  tachycardia  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Diiutionai  hypo- 
natremia may  occur  m edematous  patients  in  hot  weather  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  m diabetic  patients  may  be  increased  decreased  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  m a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
iithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocuranne 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  m 
cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  m the  adult 
NURSING  mothers  Thiazides  appear  m human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  ejects  have  been  miid  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia  congestive  heart  failure  intensification  of  AV  block  hypo- 
tension paresthesia  of  hands  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 
Raynaud  type 

Centra/  Nervous  System  Lightheadedness,  menta'  depression  manifested  by  insomnia 
lassitude  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia  visual 
disturbances  hallucinations  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place  short-term  memory  loss  emotional  lability  slightly  clouded  sensorium.  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting  epigastric  distress  abdominal  cramping  diarrhea 
constipation,  mesenteric  arterial  thrombosis  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis  erythematous  rash,  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis  nonthrombocytopenic  purpura  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia  LE-like  reactions,  psoriasiform  rashes  dry  eyes,  male  impo- 
tence and  Peyronies  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation  nausea  vomiting  cramping  diarrhea  constipa- 
tion. jaundice  (mirahepatic  cholestatic  jaundice),  pancreatitis  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias  headache  xanthopsia 

Hematologic  Leukopenia  agranulocytosis,  thrombocytopenia  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol  barbiturates  or 
narcotics) 

Hypersensitivity  Purpura  photosensitivity,  rash  urticaria  necrotizing  angiitis  (vasculitis 
cutaneous  vasculitis),  fever  respiratory  distress  including  pneumonitis  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria  hyperuricemia  muscle  spasm  weakness  restless- 
ness transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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LIQUID  CRYSTAL  THERMOMETERS 
ARE  EFFECTIVE 


Taking  your  temperature  with  a liquid  crystal  thermo- 
meters (LCT)  can  be  just  as  effective  as  using  a traditional 
oral  thermometer,  according  to  a study  published  in  the 
December  1985  issue  of  Annals  of  Emergency  Medicine. 

The  LCT  is  a disposable,  flexible  piece  of  plastic  that 
can  be  applied  adhesively  to  the  forehead  for  a 
temperature  reading.  The  study,  conducted  at  the 
Arizona  Health  Sciences  Center  in  Tucson,  consisted  of 
recording  the  temperatures  of  102  emergency  department 
patients.  Their  temperatures  were  first  measured  by  the 
LCT,  then  immediately  by  oral  thermometry.  Tempera- 
tures were  taken  this  way  every  1 5 minutes  for  two  hours, 
or  until  the  patients  were  discharged. 

The  L,CT  successfully  identified: 

- 100%  of  all  patients  who  were  admitted  to  the 
emergency  department  with  a fever 

- 92%  of  the  patients  who  developed  a fever  while  in 
the  emergency  department 

- 89%  of  the  patients  whose  temperatures  went  down 
while  in  the  emergency  department 

According  to  the  authors  of  the  study,  many  physicians 
rely  only  on  a single  temperature  taken  upon  admission 
to  the  emergency  department.  Use  of  the  LCT  provides 
continuous  and  reliable  temperature  monitoring,  which 
prevents  physicians  from  having  to  administer  an  oral 
thermometer  periodically  in  the  event  a patient’s 
temperature  should  change  during  evaluation. 

Authors  of  the  study  are  Richard  C.  Dart,  M.D.; 
Stanford  C.  Lee,  M.D.;  Steven  M.  Joyce,  M.D.;  and 
Harvey  W.  Meislin,  M.D.,  all  from  the  Section  of 
Emergency  Medicine  at  the  Arizona  Health  Sciences 
Center  in  Tucson. 


WHERE  WE  STAND:  ISSUES  FOR  A 
HEALTHIER  FUTURE  FOR  CHILDREN 


Recent  Developments 

Abortion — Premature  parenthood  during  the  forma- 
tive adolescent  years  may  have  serious  and  long-term 
consequences.  Pediatricians  counseling  pregnant  adoles- 
cents help  them  explore  all  options  to  arrive  at  an 
informed,  individuals  decision. 

Home  delivery — The  hospital  setting  provides  the 
safest  atmosphere  for  the  mother,  fetus  and  neonate 
during  labor,  delivery  and  the  postpartum  period.  This 
setting  cannot  be  matched  at  home.  However,  the 
Academy  supports  birthing  rooms  and  other  programs  to 
enhance  the  family’s  experience  during  birth,  while 
continuing  to  provide  safety  available  only  in  hospitals. 

Day  care — A child  care  setting  not  only  must  be  safe,  if 
should  promote  a child’s  total  well-being  as  well.  An 
individualized  approach  should  be  taken  to  recognize 
each  child’s  level  of  functioning  and  anticipate  emerging 
developmental  characteristics.  Advocacy  efforts  are 
needed  to  increase  the  resources  for  public  and  private 
scholarship  help  to  parents  whose  children  attend  day 
care. 

The  AAP  supports  the  proposed  Child  Care  Opportu- 
nities for  Families  Act,  sponsored  by  Representative 
George  Miller  of  California.  The  bill  would  upgrade  state 
child  care  standards  with  federal  matching  grants  and 
restore  the  federal  social  services  program  to  the  $3.3 
billion  projected  before  the  1982  budget  cuts. 

Television — Television  advertising  and  programming 
can  adversely  affect  learning  and  behavior  of  children 
and  adolescents  in  a number  of  significant  areas: 
promoting  a proclivity  to  violence,  increasing  the  preva- 
lence of  obesity,  detracting  from  time  spent  reading  or 
using  other  active  learning  skills,  conveying  unrealistic 
messages  regarding  drugs,  alcohol  and  tobacco,  and 
portraying  misleading  sex  roles  and  unrealistic  sexuality. 
The  AAP  supports  efforts  to  improve  children’s  pro- 
gramming content. 

Handgun  control — The  Academy  strongly  urges  active 
support  of  handgun  control  legislation.  Elimination  of 
these  guns  from  the  evironment  of  children  and  adoles- 
cents would  effectively  reduce  the  injuries  and  fatalities 
they  cause,  especially  suicide  among  young  people. 

Corporal  punishment — The  AAP  is  opposed  to  the  use 
of  corporal  punishment  in  schools,  although  many  states 
still  have  legislation  allowing  it.  Alternative  methods  for 
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teaching  self-control  and  responsible  behavior  are 
recommended. 

Growth  hormone — Therapeutic  replacement  of  growth 
hormone  is  safe  for  growth  hormone-deficient  children. 
However,  the  safety  when  use  for  treatment  of  short,  non- 
growth hormone-deficient  children  has  not  been  establ- 
ished, and  growth  hormone  should  not  be  used  indiscri- 
minately. 

Legislation 

Vaccine  Injury  Compensation  Act — Supported  by  the 
AAP,  this  bill  would  provide  financial  assistance  on  a 
nofault  basis  to  the  families  of  children  who  have  suffered 
irreparable  damage  from  any  of  the  mandated  vaccines; 
diphtheria,  tetanus,  pertussis,  measles,  mumps,  polio  or 
rubella.  A Table  of  Compensable  Events  would  be 
established  that  specified  adverse  reactions,  and  if  a 
parent  can  demonstrate  that  his  or  her  child  suffered  a 
specified  adverse  reaction  within  a specific  period  of  time 
after  receiving  the  vaccine,  the  court  would  award 
compensation  without  regard  to  fault. 

Reye  Syndrome  and  aspirin  labeling — The  AAP  sup- 
ports the  labeling  of  aspirin,  to  warn  that  aspirin,  if  given 
to  children  or  teenagers  with  the  flu  or  chicken  pox,  may 
increase  the  risk  of  contracting  Reye  Syndrome,  a rare 
and  often  fatal  disease  of  unknown  cause. 

‘Baby  Doe’  legislation — The  final  ammendment  to  the 
Child  Abuse  Prevention  and  Treatment  Act  of  1984  and 
its  regulations  are  satisfactory  to  the  AAP.  This  final 
ruling  reaffirms  the  fact  that  treatment  decisions  for  cri- 
tically ill  infants  are  best  made  by  parents,  based  on  the 
advice  and  reasonable  medical  judgment  of  their 
physicians.  The  AAP  and  the  final  ruling  support  the  use 
and  importance  of  Infant  Bioethics  Committees  or  Infant 
Care  Review  Committees  as  an  effective  mechanims  to 
address  difficult  decisions  regarding  the  treatment  of 
seriously  ill  newborns. 

Child  Health  Incentive  Reform  Plan — This  Academy- 
sponsored  reform  would  ensure  that  all  children — not 
just  the  disadvantaged — receive  preventive  health  care. 
The  bill  would  require  businesses  to  offer  health  plans 
that  provide  coverage  for  children’s  necessary  preventive 
health  care  services  in  order  to  deduct  insurance 
premiums  as  a federal  tax  credit. 

General 

Circumcision — The  AAP  believes  there  is  no  medical 
indication  for  routine  circumcision  of  the  newborn. 
Circumcision,  if  performed,  should  not  be  done  in  the 
delivery  room.  It  may  be  performed  after  the  neonate  has 
undergone  complete  physical  adaptation,  usually  1 2 to  24 
hours  after  birth. 

DTP  vaccine — The  Academy  believes  that  children 
should  receive  the  DTP  (diphtheria-tetanus-pertussis) 
vaccine  at  two,  four  and  six  months  of  age  with  booster 
doses  at  18  months  and  previous  to  school  entry. 
Children  who  contract  pertussis  (whooping  cough)  are 
ten  times  more  vulnerable  to  permanent  brain  damage 
than  from  the  vaccine.  Although  the  development  of  a 
better  vaccine  is  desired,  the  Academy  recommends  the 
continued  use  of  the  presept  vaccine  in  the  meantime  to 


ensure  protection  of  the  nation’s  children  against  this 
highly  infectious  disease. 

Alcohol  in  children's  medicine — Continued  efforts 
should  be  made  to  remove  alcohol  from  liquid  medica- 
tions for  children.  Ethanol  or  alcohol  is  present  in  more 
than  700  prescribed  liquid  medications,  many  of  them 
teething  preparations,  decongestants  and  cough  medicine. 
Ethanol  affects  children’s  bodies  more  rapidly  than 
adults’  and  children  are  more  susceptible  to  its  effects 
including  central  nervous  system  impairment,  decreased 
reaction  time,  muscle  incoordination  and  behavioral 
changes. 

Smoking — During  pregnancy:  Many  studies  have  now 
shown  that  if  a woman  smokes  during  pregnancy,  the 
birth  weight  and  growth  during  the  first  year  of  her 
child’s  life  is  reduced.  The  range  of  indisputable  effects 
runs  from  depressed  breathing  movements  during  fetal 
life  to  cancer,  respiratory  disorders  and  heart  disease  in 
later  years.  The  AAP’s  message  is  clear — don’t  smoke 
when  pregnant. 

Passive  smoking;  Children  of  parents  who  smoke  have 
more  bronchitis,  pneumonia  and  reduced  pulmonary 
function  than  children  of  nonsmokers.  The  AAP 
supports  legislation  that  would  prohibit  smoking  in 
public  places  frequented  by  children. 

Auto  safety — Infants  and  young  children  should 
always  ride  in  car  safety  seats,  preferably  in  the  back  seat, 
as  it  is  safest.  An  infant  or  child  should  never  ride  in  a 
parent’s  arms.  The  AAP’s  legislative  efforts  in  this  area 
have  been  successful — all  U.S.  states  now  require  that 
children  ride  in  safety  seats. 

Nutrition 

Breast  feeding — The  benefits  of  breast  feeding  are  so 
numerous  that  pediatricians  strongly  encourage  the 
practice.  Human  milk  is  nutritionally  superior  to 
formulas  for  the  content  of  fats,  cholesterol,  protein  and 
iron,  and  in  other  characteristics. 

Formulas — When  breast  feeding  is  unsuccessful,  ina- 
propriate  or  stopped  early,  infant  formulas  provide  the 
best  alternative  for  meeting  the  nutritional  needs  of 
infants.  Dietary  fat  should  not  be  restricted  in  this  age 
group.  Whole  milk  may  also  be  used  after  six  months  if 
adequate  supplementary  feedings  are  given. 

Raw  milk — The  risks  of  serious  disease  outweigh  the 
alleged  potential  benefits  or  raw  (even  though  certified) 
milk  as  compared  to  pasteurized  milk.  The  AAPendorses 
pasteurized  milk  whenever  the  milk  is  used  for  infants 
and  children. 

Vitamins — Normal,  healthy  children  receiving  a normal 
diet  do  not  need  vitamin  supplementation  over  and  above 
the  recommended  dietary  allowances. 

Diet — Current  dietary  trends  in  the  U.S.  toward  a 
decreased  consumption  of  saturated  fats,  cholesterol, 
and  salt,  and  an  increased  intake  of  polyunsaturated  fats 
should  be  followed  with  moderation.  Diets  that  avoid 
extremes  are  safe  for  most  children. 

Health  food — There  is  no  compelling  evidence  that  the 
high  cost  of  these  products  results  in  concomitant 
benefits  to  the  consumer.  Long-term  studies  have  failed 
to  sliow  the  nutritional  superiority  of  organically  grown 
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crops  in  comparison  with  those  grown  under  standard 
agricultural  conditions  with  chemical  fertilizers. 

Sports  and  Recreation 

Boxing — The  AAP  opposes  boxing  in  any  sports 
program  for  children  and  young  adults.  Amateur  boxing 
is  potentially  harmful — recent  studies  using  computer 
tomography  (CT)  scanning  have  revealed  brain  injury  in 
young  boxers  that  previously  had  been  missed  by  EEG, 
neurologic  testing  and  other  standard  prefight  medical 
exam  proceduces.  Ironically,  protective  headgear  may 
actually  increase  brain  injuries. 

Swimming — The  AAP  feels  that  there  is  little  justifica- 
tion for  infant  swimming  programs.  It  is  unlikely  that 
these  infants  can  be  made  “water  safe” — in  fact,  parents 
can  develop  a false  sense  of  security  if  they  think  their 
infant  can  “swim”  a few  strokes.  Organized  group 
swimming  should  be  reserved  for  children  more  than 
three  years  of  age. 

Running — Long  distance  competitive  running  events 
primarily  designed  for  adults  are  not  recommended  for 
children  before  they  have  matured  physically.  Under  no 
circumstances  should  a full  marathon  be  attempted  by 
immature  youth. 

Weight  lifting — Weight  lifting  is  a competitive  sport 
with  a high  injury  rate  that  should  not  be  practiced  by  thb 
preadolescent.  Most  youths  working  with  free  weights 
are  extremely  competitive  and  want  to  outdo  their  peers; 
therefore  they  are  prone  to  attempt  to  lift  weights  beyond 
their  ability. 

Minibikes/ All-terrain  vehicles  (ATVs) — The  AAP  opposes 
the  use  of  these  vehicles  by  children  who  are  below  the  age 
of  driver’s  licensure.  There  is  inescapable  risk-taking 
involved  with  owning  and  operating  either  of  these 
“miniature  motorbikes.”  The  AAP  is  actively  encourag- 
ing state  legislation  to  outlaw  the  operation  of  any  motor 
vehicle  by  a person  who  does  not  have  a full 
driver’s/operator’s  licence. 


DECREASING  TREND  OF  BOTH  REYE 
SYNDROME  AND  ASPIRIN  USE  SUPPORTS 
HYPOTHESIS  OF  LINK  BETWEEN  THE 
TWO:  STUDY 


A new  study  which  traced  the  use  of  medications  given 
to  young  children  with  febrile  or  viral  illnesses  in 
Michigan  has  found  a decrease  in  the  incidence  of  Reye 
Syndrome  — perhaps  as  a re^lt  of  decreased  aspirin  use 
among  children. 

Researchers  reported  that  younger  parents  and  parents 
who  had  heard  of  the  association  between  aspirin  and  the 
syndrome  were  more  likely  to  stop  giving  aspirin.  The 
study,  published  in  the  January  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (AAP), 
noted  the  associated  decrease  in  the  incidence  of  Reye 
Syndrome  tends  to  support  the  hypothesis  that  the  use  of 
aspirin  increases  the  risk  for  the  development  of  the 
syndrome. 

The  researchers,  from  the  Michigan  Dept,  of  Public 


Health,  University  of  Michigan  School  of  Public  Health 
and  the  Centers  for  Disease  Control,  Atlanta,  evaluated 
the  possible  changes  in  the  frequency  of  aspirin  use  by 
interviewing  199  families  in  the  Tecumseh,  Michigan 
area.  All  families  interviewed  had  children  under  the  age 
of  18. 

Base  on  the  reported  use  of  medications  for  colds  or 
influenza  between  1981  and  1983,  fewer  parents  gave 
aspirin  (56  percent  v.  25  percent),  but  acetaminophen  use 
did  not  change  (59  percent  v.  55  percent).  The  study  noted 
that  approximately  90  percent  of  the  parents  who  chose 
not  to  give  aspirin  for  fever  also  gave  medications  for 
colds  or  influenza  that  did  not  contain  aspirin.  These 
results  suggest  that  fewer  children  are  receiving  aspirin 
during  illnesses  that  may  precede  Reye  Syndrome,  the 
researchers  said. 

Reye  Syndrome  is  a disease  that  can  cause  brain 
damage  or  death  and  usually  follows  a child’s  bout  with 
influenza  or  chickenpox.  It  is  indicated  by  vomiting  and 
lethargy,  which  may  develop  into  delirium  and  a coma. 
Death  occurs  in  20  to  30  percent  of  the  cases  and  there  is 
permanent  brain  damage  in  many  of  the  others,  the 
Government  has  reported. 

The  decrease  in  the  number  of  cases  of  Reye  Syndrome 
reported  yearly  to  the  Michigan  Department  of  Public 
Health  since  1980  has  also  been  seen  in  the  other  states 
and  nationwide,  the  researchers  continued.  “This  change 
most  likely  resulted  from  the  widespread  publicity  about 
the  association  between  aspirin  and  Reye  Syndrome.  In 
1983,  parents  (in  the  study)  named  television,  newspapers, 
schools,  health-care  providers  and  neighbors  or  friends 
(53  percent,  49,  11,10  and  7,  respectively)  as  sources  of 
information  on  Reye  Syndrome,”  the  authors  wrote. 

In  addition,  the  study  cited  that  since  1980  there  has 
been  a decrease  nationally  in  the  number  of  cases  of  Reye 
Syndrome  reported  in  children  younger  than  10  years  of 
age.  However,  that  does  not  hold  true  for  the  number  of 
cases  in  children  over  10,  which  remained  constant. 
“Perhaps  parents  are  giving  aspirin  to  their  younger 
children  less  often,  but  their  older  children  aree  self- 
medicating  and  have,  therefore,  not  changed  their 
pattern  of  aspirin  use,”  the  researchers  concluded. 


STUDY  FINDS  MORE  MEN  ABUSING  CHILDREN 


A recent  has  found  that  serious  and  even  fatal  child 
abuse  is  being  committed  more  frequently  by  men. 

Though  few  changes  have  occurred  in  the  overall 
numbers  of  cases  of  injured  or  fatally  injured  children, 
the  proportion  of  severe  injuries  is  now  greater  and  this 
may  alter  the  stereotype  of  the  depressed,  physically 
abusive  mother  as  the  primary  perpetrator. 

Published  in  the  January  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (AAP), 
the  study  said  some  explanations  might  lie  in  the  fact  that 
more  women  are  currently  in  the  work  force  and  men  are 
spending  more  time  caring  for  children.  Or,  a possible 
source  of  the  increased  number  might  be  the  use  of 
unpaid,  unmotivated  “babysitters.”  such  as  boyfriends. 
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The  Study  compared  child  abuse  records  from  the  King 
County  Medical  Examiner’s  office  in  Seattle  for  the  years 
1971-73  and  1981-83.  For  fatal  cases,  the  earlier  records 
show  that  37  percent  of  the  perpetrators  were  men;  in  the 
later  years,  80  piercent  were  male. 

Study  author  Abraham  Bergman,  M.D.,  from  the 
Department  of  Pediatrics,  University  of  Washington, 
Seattle,  wrote,  “It  is  sad  that  poor  single  mothers,  whose 
children  are  at  the  highest  risk  for  abuse,  are  also  those 
least  able  to  obtain  safe  child  care.  Without  the  availa- 
bility of  such  care,  it  is  unlikely  that  the  toll  of  severe  child 
abuse  will  diminish.” 

The  study  also  found  that  the  proportion  of  severe 
injuries  increased  for  the  years  examined,  jumping  from 
32  percent  from  1971-73  to  54  percent  for  1981-83. 

Children  15  years  of  age  or  less  were  studied,  all 
thought  to  have  suffered  nonaccidental  trauma  inflicted 
by  a caretaker.  The  information  was  collected  at  King 
County’s  (Seattle)  two  major  hospitals.  Children’s 
Orthopedic  and  Harborview  Medical  Center.  Eighty-one 
children  were  studied  in  the  earlier  period;  93  in  the  latter. 
Brain  injury  was  the  most  frequently  reported  trauma. 


ACR  ADOPTS  NEW  POLICY  ON  BREAST 
CANCER  SCREENING 


The  American  College  of  Radiology  has  adopted  a 
policy  statement  on  the  use  of  mammography  which  has 
proven  to  be  effective  in  the  early  detection  of  breast 
cancer  when  optimally  done  and  accurately  interpreted. 

The  Commission  on  Diagnostic  Radiology  and  the 
Commission  on  Radiologic  Practice  submitted  the 
mammography  proposal,  sponsored  by  the  Board  of 
Chancellors  at  the  annual  ACR  meeting  in  Montreal, 
Canada  last  fall.  The  ACR  Council  approved  it. 

The  following  is  the  complete  text  of  ACR’s  new  policy 
on  breast  cancer  screening  centers: 

Introduction 

Mammography  is  proven  to  be  an  effective  procedure 
in  identifying  early  malignant  diseases  of  the  breasts. 
Early  detection  of  occult  disease,  before  the  development 
of  clinical  signs  or  symptoms,  allows  for  wider  options  in 
treatment  management.  Early  detection  may  substan- 
tially increase  survival  rates.  Guidelines  for  the  use  of 
mammography  have  been  issued  by  the  American 
College  of  Radiology,  the  American  Cancer  Society,  the 
American  College  of  Obstetricians  and  Gynecologists, 
and  the  American  Academy  of  Family  Physicians. 


Screening 

Screening  is  the  attempt  to  detect  unsuspected  disease 
in  ostensibly  healthy  persons.  Screening  techniques 
should  be  sensitive,  reasonably  specific,  harmless  and 
inexpensive.  If  screening  is  all  of  these,  it  should  be  widely 
available. 

The  purpose  of  breast  screening  is  to  improve  survival  of 
women  by  detecting  breast  cancer  at  an  earlier  stage  even 
when  it  is  non-palpable.  The  methods  available  are  breast 
self-examination,  clinical  examination  and  mammo- 
graphy. At  this  time,  these  are  complementary  proce- 
dures and  the  end  results  are  improved  when  they  are 
combined  optimally.  Competence  is  a major  factor  in  the 
effectiveness  of  this  combination,  including  the  technical 
and  interpretive  expertise  required  for  acceptable  mammo- 
graphy. The  value  of  periodic  screening  mammography 
in  certain  age  groups  of  women,  and  in  certain  high  risk 
segments  of  the  population,  has  been  well  established. 
The  demand  for  readily  available,  cost  effective  facilities 
to  perform  screening  mammography  has  grown  rapidly 
over  the  past  few  years.  To  meet  these  needs,  radiologists 
are  urged  to  reevaluate  their  equipment  and  technology  for 
safety,  accuracy  and  effectiveness;  and  to  review  their  own 
credentials  for  mammography. 

Facility  Standards 

The  radiologist  must  assure  optimum  and  reproducible 
image  quality.  Accepted  methods  are  those  featuring /ow 
dose  technique,  e.g.,  xeromammography  and  film/screen 
mammography.  Each  requires  specialized mammographic 
equipment,  vigorous  breast  compression,  and  regular 
monitoring  to  ensure  that  the  radiation  exposure  is  at  the 
lowest  feasible  level  (typically  less  than  I rad  at  the  mid- 
breast for  a two  view  examination).  There  can  be  no 
compromise  with  these  technical  requirements. 

Other  imaging  methods  such  as  ultrasound,  thermo- 
graphy and  transillumination  have  not  demonstrated  the 
requisite  sensitivity  to  substitute  for  mammography, 
particularly  as  a single  screening  procedure.  Recent  ACR 
policy  statements  on  ultrasound  and  thermography 
expand  on  this.  Nevertheless,  appropriate  research  with 
these  and  other  imaging  methods  is  encouraged. 

Professional  Qualifications 

Radiologists  developed  mammography.  They  posses 
the  requisite  expertise  related  to  imaging  equipment, 
receptor  systems,  radiation  physics,  and  dosimetry  plus 
understanding  of  the  anatomy  of  the  breast  and  as  a 
result  are  uniquely  qualified  to  perform  mammographic 
screening.  It  is,  therefore,  recommended  that  mammo- 
graphic screening  be  performed  under  the  supervision  of 
a radiologist  with  demonstrated  experience  and  compe- 
tence in  mammography. 

If  physical  examination  is  part  of  the  screening  process 
at  a mammographic  facility,  physicians  and  allied  health 
personnel  involved  should  possess  the  requisite  training 
and  experience  in  the  clinical  evaluation  of  the  patient. 
Every  effort  should  be  made  to  ensure  that  the  clinical 
examination  is  of  a quality  sufficient  to  match  existing 
community  standards. 


122 


Medical  Specialties  News 


yol.  78  Núm.  J 


Ongoing  programs  to  evaluate  competence  should  part 
of  the  screening  facility  policy.  Correlation  with  tumor 
registries  as  a follow  up  mechanism  will  be  of  assistance 
in  determining  false  negative  rates.  False  positive  rates 
can  be  determined  by  comparison  with  pathology 
findings  for  those  patients  recommended  for  biopsy. 

Under  optimum  screening  conditions,  the  false 
negative  rate  should  be  very  low.  Higher  false  positive 
rates  can  be  acceptable  especially  if  a high  percentage  of 
the  detected  cancers  ae  minimal.  One  should  also 
consider  the  consequences  of  screening  mammography: 


True  positive: 

True  negative: 
False  positive: 

False  negative: 


earlier  detection  and  treatment  and 

better  prognosis 

reassurance  of  no  cancer 

anxiety  and  time,  cost  and  risk  of  more 

tests 

delay  in  diagnosis  and  treatment  and 
worse  prognosis 


Radiologic  technology  personnel  should  meet  volun- 
tary certification  and  state  licensure  requirements, 
should  have  special  training  and  sufficient  experience  to 
insure  continuing  competence.  They  should  be  particu- 
larly aware  of  pitfalls  in  radiographic  positioning  and 
technique.  They  should  be  familiar  with  acceptable 
radiation  levels  and  with  radiographic  appearance  of 
cancers. 


Costs 

Historically,  cost  has  been  a significant  deterrent  to 
greater  utilization  of  mammography  as  a screening 
examination.  It  screening  is  to  benefit  the  population  in 
general,  radiologists  should  attempt  to  provide  mam- 
mography at  the  lowest  possible  cost.  Charges  for  mam- 
mography should  be  realistic,  reflecting  true  direct  and 
indirect  costs,  and  a reasonable  return  for  professional 
interpretation.  An  expected  increase  in  patient  volume 
resulting  from  the  acceptance  and  promotion  of 
mammography,  should  be  considered  in  apportioning 
costs  and  return  per  examination. 

Charges  should  reflect  the  service  provided.  Some 
facilities  may  elect  to  provide  a screening  examination  at 
a different  rate  than  that  charged  the  referred  sympto- 
matic patient.  Others  may  include  physical  examination 
as  part  of  the  overall  service.  Where  level  of  service  is  a 
factor  in  setting  charges,  it  is  recommended  that  the 
service  be  itemized.  Where  a lower  fee  is  established,  it 
should  be  done  with  clear  recognition  that  a lower 
standard  of  quality  for  the  screening  examination  is 
unacceptable  in  terms  of  professional  liability.  Referring 
physicians  could  be  induced  to  lower  the  cost  for  their 
patients  by  specifying  the  desired  examination  in  those 
settings  where  a two-tier  structure  exists. 

To  minimize  costs,  routine  inclusion  of  other  modali- 
ties (e.g.  ultrasound,  diaphanography,  thermography)  in 
screening  women  for  breast  cancer  is  not  cost-effective 
and  should  not  be  included  in  the  basic  screening  service. 

Despite  best  efforts,  breast  screening  will  likely  remain 
priced  above  the  means  of  many  women.  To  make  low- 
dose  mammography  available  to  those  women,  radiolo- 
gists are  encouraged  to  seek  funding,  support  and 


valunteer  participation-from  the  community.  To  provide 
the  benefits  of  screening  to  all,  regardless  of  income,  is  in 
the  highest  traditions  of  medicine  and  radiology. 

Access  and  Referral  Patterns 

Historically,  the  practice  of  radiology  has  been  based 
upon  patients  referrals  from  primary  care  physicians.  In 
keeping  with  present  policies  and  practices,  it  is  clearly  in 
the  patient’s  best  interest  that  a primary  care  physician  be 
responsible  for  the  over-all  care  of  the  patients. 

Screening  mammography  should  be  only  part  of  the 
diagnosis  and  treatment  of  the  patient.  Medical  history 
and  physical  examination  are  vital  parts  of  a patient’s 
care  and  management.  The  ACR  recommends  that, 
optimally,  a patient  should  be  referred  for  either  screen- 
ing or  diagnostic  mammography  by  another  physician. 
The  radiologist  should  be  only  one  part  of  the  medical 
team  caring  for  the  patient. 

However,  true  screening  relies  upon  direct  access  by 
individuals  without  requiring  physician  referral.  Screen- 
ing facilities  which  elect  to  accept  walk-up  patients  must 
have  well-developed  procedures  for  notification  to  and 
follow-up  to  a qualified  physician. 

Patients  should  be  asked  for  a name  of  a referring 
physician  when  registered  at  the  screening  facility.  If  they 
are  able  to  provide  a name,  it  is  useful  when  possible,  to 
establish  communications  with  the  physician  before  the 
procedure  is  performed.  If  the  physician  does  not 
sanction  the  examination  or  the  patient  does  not  provide 
a name,  it  may  be  feasible  for  the  radiologist  to  have  an 
established  pool  of  physicians  who,  on  a rotating  basis, 
would  be  willing  to  take  such  patients.  The  radiologist 
must  be  certain  that  the  result  of  a positive  mammogram 
is  acknowledged  by  a primary  care  physician. 

Medical  Legal  Issues 

I'he  severe  consequence  of  failure  to  obtain  an  early 
diagnosis  of  breast  cancer,  and  the  decision  of  women  to 
obtain  mammography  on  their  own  initiative,  has 
changed  significantly  the  historical  reliance  on  the 
referral  practice  of  radiology.  When  radiologists  accept 
patients  for  screening  procedures  without  physician 
referral,  the  radiologist  becomes  responsible,  both 
ethically  and  legally,  for  assuring  that  another  physician, 
and  in  most  cases,  the  patient,  has  been  told  the  results  of 
the  procedure,  and  where  necessary,  that  recommenda- 
tions have  been  made  for  follow-up. 

A positive  finding  should  be  reported  promptly  in 
writing  to  a physician  who  will  see  the  patient  and  assure 
that  appropriate  follow-up  procedures  are  instituted.  In 
all  cases,  appropriate  acknowledgement  of  the  notifica- 
tion should  be  sought.  A copy  of  each  positive  report 
should  be  retained  for  five  years  or  longer,  as  required  by 
state  law. 

Community  Relations 

The  American  Cancer  Society  has  proved  to  be  a 
valuable  partner  in  promulgation  of  the  concept  of  scre- 
ening mammography.  Its  Breast  Cancer  Detection 
Demonstration  Projects  furnished  scientific  validation  of 
the  value  of  screening  mammography  and  this  has  been 
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accepted,  in  a large  part,  by  the  medical  community.  It  is 
vital  to  maintain  this  cooperation  by  the  continuing  parti- 
cipation of  College  members  in  the  public-spirited  scre- 
ening projects  of  the  American  Cancer  Society.  This 
might  be  best  accomplished  by  establishing  close  liaison 
between  the  state  chapters  of  the  College  and  the  chapters 
of  the  American  Cancer  Society. 

Summary 

Mammography  has  been  shown  to  be  effective  in  the 
earlier  detection  of  breast  cancer  when  optimally  done 
and  accurately  interpreted.  Challenges  that  remain  are  to 
obtain  sufficient  competent  personnel  and  facilities  to 
make  this  widely  available  at  low  cost.  Under  those 
circumstances,  breast  screening  could  save  the  lives  of 
countless  women. 


Cardiovascular  News 

MULTICENTER,  3- YEAR  STUDY  UNDER  WAY  TO 
CONFIRM  GAMMA  GLOBULIN  EFFICACY  FOR 
KAWASAKI  SEQUELAE 

A seven-center,  three-year  study  is  under  way  in  the 
U.S.  to  determine  if  high-dose  intravenous  gamma 
globulin  given  in  the  acute  phase  of  Kawasaki’s  disease 
curtails  its  cardiac  sequelae,  as  Japanese  investigators 
have  found. 

A pilot  study  in  the  United  States  has  already  produced 
“promising”  results  tending  to  confirm  the  Japanese 
findings  that  gamma  globulin,  plus  aspirin,  produces 
quicker  resolution  of  fever  and  a dramatic  decrease  in 
aneurysms.  But,  Dr.  Jane  W.  Newburger,  Assistant 
Professor  of  Pediatrics  at  Harvard  Medical  School, 
hastened  to  add  that  the  number  of  patients  studied  so  far 
is  too  small  to  allow  firm  conclusions. 

Until  now,  high-dose  aspirin  alone  has  been  commonly 
used  to  resolve  the  fever  seen  early  in  Kawasaki’s 
syndrome,  and  a low  maintenance  dose  of  aspirin  has 
been  used  later  to  inhibit  platelet  aggregation.  No 
treatment  has  been  proved  efficacious  in  preventing 
aneurysms  in  some  20%  of  the  afflicted  children,  almost 
all  of  whom  are  under  8 years  of  age.  From  0.5-2%  of 
victims  die,  usually  from  massive  infarctions  caused  by 
the  aneurysms. 

Reflecting  on  the  Japanese  experience  with  gamma 
globulin.  Dr.  Mitsuji  Iwasa  of  Nagoya  City  University 
Medical  School  reported  development  of  an  equation 
(derived  from  discriminant  analysis)  that  has  been  useful 
in  identifying  Kawasaki’s  disease  patients  at  high  risk. 
The  merit  of  the  equation  was  confirmed  in  3 1 patients:  8 
of  10  patients  predicted  to  be  “high-risk”  in  fact 
developed  coronary  artery  involvement,  while  only  4 of 
21  predicted  to  be  “low-risk”  had  cardiac  involvement, as 
seen  on  coronary  angiography. 

Using  this  equation.  Dr.  Iwasa  said  9 of  another  32 
patients  were  seen  to  be  at  high  risk  and  were  given  IV 


gamma  globulin  400mg/kg/day  for  five  days,  plus 
aspirin  30mg/kg/day. 

“The  9 patients  responded  more  rapidly  and  markedly 
without  any  side  effects,  compared  to  the  other  group 
treated  with  aspirin  alone,”  Dr.  Iwasa  said.  “Further- 
more, angiography  and/or  echocardiography  performed 
3 months  after  the  onset  of  illness  confirmed  no  coronary 
artery  involvement  in  the  9 high-risk  patients,  although 
early  echocardiography  showed  transient  coronary 
artery  dilatation  in  4 of  the  9 cases.” 

In  the  U.S.  pilot  study,  53  patients  with  Kawasaki’s 
syndrome  were  randomized  to  receive  either  aspirin 
lOOmg/kg/day  through  day  14,  then  3-5mg/kg/day,  or 
IV  gamma  globulin  400mg/kg/day  for  4 consecutive 
days  plus  the  same  dosage  of  aspirin  prescribed  the  other 
children. 

Two-dimensional  echocardiography  2 to  3 weeks  later 
showed  cardiac  abnormalities  in  7 of  26  patients  treated 
with  aspirin  alone,  and  in  2 of  27  patients  treated  with 
gamma  globulin  plus  aspirin.  This  decrease  in  risk  of 
aneurysms  in  the  gamma  globulin  group  did  not  reach 
statistical  significance  (P=.13),  Dr.  Newburger  pointed 
out.  At  6-7  weeks,  2-D  echo  showed  coronary  artery 
abnormalities  in  4 of  26  in  the  aspirin  group  and  1 of  27 
also  receiving  gamma  globulin,  again  short  of  statistical 
significance  (p=.33). 

“We  feel  the  preliminary  data  are  very  promising,” 
Dr.  Newburger  said,  “but  the  number  of  patients 
enrolled  thus  far  is  still  too  small  to  conclude  whether  IV 
gamma  globulin  is  effective  in  reducing  the  incidence  of 
aneurysms  in  Kawasaki’s  syndrome.” 

But  she  admitted  that  the  full  study  will  help  resolve  an 
important  issue.  “If  negative,  it  will  prevent  the  wide- 
spread unnecessary  use  of  an  extremely  expensive  form  of 
therapy.  If  positive,  it  will  provide  a strong  indication  for 
the  use  of  IV  gamma  globulin  to  prevent  the  cardiac 
sequelae  of  this  illness.” 

Now  funded  for  a three-year  study  by  the  National 
Heart,  Lung,  and  Blood  Institute,  Dr.  Newburger  said,  it 
is  expected  the  study  will  enroll  some  100  to  150  patients  a 
year  meeting  the  criteria  established  by  the  Centers  for 
Disease  Control. 

The  CDC  criteria  are  as  follows;  the  presence  of  5 of 
these  6 criteria,  given  illness  not  explicable  by  other  more 
classic  causes,  constitute  Kawasaki  disease  or  mucocu- 
taneous lymph  node  syndrome:  1 . fever  lasting  5 or  more 
days  and  unresponsive  to  antibiotic  therapy;  2.  bilateral 
congestion  of  the  ocular  conjunctivae;  3.  changes  in  the 
lips  and  oral  mucosa,  including  dry,  red  fissuring, 
“strawberry  tongue,”  and  diffuse  reddening  of  the 
oropharyngeal  mucosa;  4.  changes  in  the  peripheral 
extremities,  including  reddening  of  the  palms  and  soles 
(early  stage),  indurative  edema  (early  stage),  and 
membranous  desquamation,  often  periungual  (later 
stages);  5.  polymorphous  nonvesicular  truncal  exanthem; 
6.  acute  nonsuppurative  enlargement  of  the  cervical 
lymph  nodes.  (See  Journal  of  Infectious  Diseases 
137:91,  1978). 

The  study  is  prospective,  randomized  and  unblinded, 
with  randomization  stratified  by  age,  sex,  and  center.  In 
addition  to  Harvard,  participating  centers  include  the 
University  of  Southern  California,  the  University  of 
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Hawaii,  the  University  of  Colorado,  Northwestern 
University,  Tufts  University,  and  the  University  of 
California,  San  Diego. 


THE  FDA’s  CARDIO-RENAL  ADVISORY 
COMMITTEE  RECOMMENDS  USE  OF 
VERAPAMIL  FOR  HYPERTENSION 


The  Food  and  Drug  Administration’s  Cardio-Renal 
Drugs  Advisory  Committee  has  recommended  approval 
of  the  calcium  blocker  verapamil  for  use  in  essential 
hypertension.  The  committee  accepted  clinical  data 
showing  that  verapamil  is  as  effective  as  the  beta  blockers 
propranolol  and  metoprolol  in  the  treatment  of 
hypertension. 

According  to  committee  reviewer  Dr.  Philip  Reid, 
Sinai  Hospital,  Baltimore,  the  studies  “convincingly 
demonstrated  that  [verapamil]  is  as  effective  as  existing 
antihypertensives,  specifically  demonstrating  its  equiva- 
lence to  the  beta  blockers  [propranolol  and  metoprolol].’’ 

Dr.  John  Nicholson,  Cornell  Medical  College,  pre- 
sented other  data  suggesting  that  verapamil  and  other 
calcium  channel  blockers  are  good  substitutes  for  diure- 
tics as  initial  monotherapy  and  are  physiologically  the 
most  appropriate  agents  for  some  types  of  essential 
hypertension. 

Data  comparing  verapamil  to  propranolol  in  the 
treatment  of  mild  to  moderate  hypertension  were 
obtained  by  Dr.  Alberto  Zanchetti  and  colleagues  from 
the  University  of  Milan.  Propranolol  at  180  or 
240mg/day  caused  a significant  drop  in  supine  blood 
pressure,  from  179/109mm  Hg  to  162/92.  Verapamil  at 
360mg/day  produced  an  even  greater  hypotensive  effect, 
from  179/104  to  151/85.  The  effect  of  both  drugs  was 
maximal  at  one  week  and  persisted  to  the  end  of  the  six- 
week  trial  period. 

Similar  results  were  obtained  by  Swedish  investigator 
Dr.  Crister  Ottander  in  a double-blind  cross-over 
comparison  of  verapamil  to  metoprolol  in  20  newly 
diagnosed  hypertensive.  Over  the  6 weeks  of  the  study, 
both  drugs  produced  equivalent  and  significant  decreases 
in  both  standing  and  supine  diastolic  and  systolic  blood 
pressures.  The  only  difference  was  that  verapamil 
produced  a significantly  greater  decrease  in  standing 
diastolic  pressure. 

Based  on  such  data.  Dr.  Russell  McAllister,  of  the 
University  of  Kentucky,  said:  “Because  of  the  evils  of 
diuretics,  it  is  reasonable  to  consider  initiating  verapamil 
as  monotherapy  in  older  hypertensive  patients.” 

What  about  younger  hypertensives?  Dr.  McAllister  did 
a trial  of  verapamil  in  25  younger  patients  (mean  age,  50) 
with  high  blood  pressure.  Forty-eight  percent  were 
controlled  on  verapamil  as  monotherapy.  “Fifty  percent 
is  the  best  we  get  in  our  clinic  with  any  drug  as  mono- 
therapy,” Dr.  McAllister  commented. 

Physiologically,  verapamil  has  many  advantages, 
according  to  Dr.  Spencer  Kubo  of  Cornell  Medical 
College.  Betablockers  reduced  blood  pressure,  but  they 


also  decrease  cardiac  output.  “Vasodilators  may  more 
rationally  treat  hypertension  by  focusing  on  its  primary 
problem,  that  of  excessive  vasocontriction,”  Dr.  Kubo 
said.  “But  hydralazine  and  minoxidil  cause  a reflex 
tachycardia,  a reflex  increase  in  plasma-renin  activity, 
and  increases  in  blood  volume”  that  can  lead  to  edema. 

“In  this  setting  the  calcium-channel  blocker  verapamil 
appears  to  have  a beneficial  hemodynamic  profile,”  Dr. 
Kubo  noted.  “There  is  no  reflex  tachycardia.  And  there 
are  no  changes  in  plasma  renin  acitivity,  blood  volume,  or 
renal  blood  flow.”  Dr.  Kubo  verified  these  observations 
in  10  patients  with  refractory  moderate  to  severe 
hypertension. 

“Blood  pressure  reduction  occurred  without  reduction 
of  overall  cardiac  output,”  Dr.  Kubo  found.  In  addition, 
“The  vasodilatory  action  of  verapamil  lowered  blood 
pressure  and  improved  overall  flow  without  either  reflex 
tachycardia  or  clinically  apparent  negative  inotropic 
action.” 

“There  has  been  growing  evidence  that  there  is  a 
calcium  link  with  hypertension,”  Dr.  Nicholson  said. 
“For  instance.  Dr.  Fritz  Btihler  has  shown  a positive 
correlation  between  free  intracellular  calcium  concen- 
trations and  blood  pressure  in  patients  with  hyperten- 
sion...There  may  also  be  a link  between  calcium  and 
renin.”  In  preliminary  work,  low  plasma-renin  activity 
was  associated  with  lower  free  ionized  calcium.  “So  we 
designed  a study  to  understand  the  changing  dietary 
effect  of  different  sodium  diets  on  the  blood-pressure 
response  to  a calcium  antagonist.  We  chose  verapamil 
because  it  does  not  change  plasma-renin  activity,  as 
[nifedipine]  does.” 

Dr.  Nicholson  randomly  put  12  metabolic  ward 
patients  with  essential  hypertension  on  a diet  containing 
either  10  or  200mEg  of  sodium.  After  5 days,  the  patients 
received  120mg  verapamil  t.i.d.  for  3 days.  The  patients 
were  then  crossed  to  the  other  sodium  diet  for  5 days, 
followed  by  3 days  of  verapamil. 

Dr.  Nicholson  found  that  “verapamil  was  an  effective 
blood-pressure  lowering  agent,  both  on  a low-sodium 
and  a high-sodium  diet.  That  is,  the  high-sodium  diet  did 
not  obviate  the  effect  of  the  medication.”  In  particular, 
he  reported,  “the  response  to  verapamil  in  the  setting  of  a 
higher  sodium  diet  appears  to  be  enhanced.” 

Dr.  Nicholson  speculated  that,  “there  may  be  an  inter- 
ference with  alpha-mediated  tubular  sodium  reab- 
sorption in  the  kidney  by  this  drug.”  This  findings  has 
therapeutic  implications,  he  pointed  out.  “If  you  take 
time  to  think  about  plasma  renin  and  free  calcium  you 
may  find  that  verapamil  has  a primary  role  in  treating 
hypertension  and  may  eventually  replace  diuretics,  which 
are  causing  some  harm.” 

A spokesman  for  Knoll  Pharmaceutical  Company, 
manufacturers  of  verapamil,  said  the  company  antici- 
pated an  “approvable”  letter  in  the  near  future  and 
hoped  to  launch  the  new  indications  before  1986. 

In  it  statement,  the  Cardio-Renal  Drugs  Advisory 
Committee  recommended  post-marketing  studies  to 
examine  dose-response  relationship  and  the  effects  of 
withdrawal  after  one  year  of  therapy,  and  to  compare  the 
antihypertensive  action  of  verapamil  with  that  of  angio- 
tension  converting  enzyme  inhibitors  and  diuretics. 
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references. 

•The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 
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RESTRICTIONS  REDUCE  FOOTBALL  HEAD, 
NECK  INJURIES 


Elimination  of  ‘‘‘'spearing”  dramatically  reduces  the 
incidence  of  cervical  spine  injuries  among  football 
players,  according  to  a report  in  JAMA.  Spearing,  the 
head-first  ramming  of  an  opponent,  and  tackling  using 
the  top  of  the  helmet  as  the  first  point  of  contact  are 
responsible  for  the  majority  of  cervical  spine  fracture  and 
dislocations  resulting  in  quadraplegia,  the  report  notes. 

Joseph  S.  Torg,  MD,  and  colleagues  of  the  University 
of  Pennsylvania  Sports  Medicine  Center,  Philadelphia, 
say  the  number  of  severe  cervical  spine  injuries  dropped 
substantially  after  rules  against  “head  first”  techniques 
were  adopted  in  1976  by  the  National  Collegiate  Athletic 
Association  and  the  National  Federation  of  State  High 
School  Athletic  Association.  “The  occurrence  of  perma- 
nent cervical  quadraplegia  decreased  from  34  in  1976  to 
five  in  the  1984  season,”  they  report. 

The  findings  are  based  on  data  from  the  National 
Football  Head  and  Neck  Injury  Registry,  established  in 
1975.  Preliminary  studies  showed  that  between  1971  and 
1975,  injuries  resulting  in  quadriplegia  occurred  most 
often  in  players  attempting  to  make  a tackle  (72  percent 
of  high  school  players  and  78  percent  of  college  players). 
The  protective  capabilities  of  the  modern  football  helmet 
resulted  in  playing  techniques  that  permitted  the  head  to 
be  used  as  a battering  ram,  thus  exposing  the  cervical 
spine  to  injury. 

The  researchers  suggest  that  similar  catastrophic 
injuries  occur  in  diving,  rugby,  ice  hockey  and 
gymnastics.  “Implementation  of  appropriate  changes  in 
playing  techniques  and/or  equipment  modifications 
could  possibly  reduce  the  incidence  of  cervical  spine 
injuries  in  these  activities,”  they  say. 

Besides  cervical  spine  fracture-dislocations  with  per- 
manent quadriplegia,  the  National  Football  Head  and 
Neck  Registry  has  monitored  the  incidence  of  other 
severe  injuries  during  the  period  1976  through  1984. 
These  include  intracranial  hemorrhage,  intracranial 
injuries  resulting  in  death,  and  cervical  fractures,  sublu- 
xations and  dislocation.  The  last  category  showed  a 


substantial  decrease  (from  110  in  1976  to  42  in  1984), 
while  craniocerebral  deaths  remained  about  the  same  (12 
in  1976  to  9 in  1984)  and  intracranial  hemorrhages 
increased  (from  12  in  1976  to  21  in  1984). 

“This  apparent  increase  is  due  to  the  advent  of 
widespread  use  of  computerized  axial  tomography  and 
the  resulting  increase  in  the  accuracy  with  which  these 
lesions  are  diagnosed,”  the  researchers  say.  “This  inter- 
pretation is  substantiated  by  the  relatively  constant 
craniocerebral  death  rate  over  the  same  nine-year 
period.” 

JAMA  December  27,  1985 


REPORT  NIH  GUIDELINES  FOR  BREAST 
CANCER  PATIENTS 


Adjuvant  chemotherapy  has  demonstrated  a signifi- 
cant increase  in  disease-free  survival  as  well  as  a signifi- 
cant reduction  in  mortality  in  premenopausal  women 
with  breast  cancer,  according  to  a National  Institutes  of 
Health  consensus  conference  report  that  appears  in 
JAMA.  However,  the  usefulness  of  adjuvant  chemo- 
therapy for  postmenopausal  women  is  less  well  estab- 
lished, the  report  adds. 

The  report  represents  a follow-up  to  a 1980  NIH 
conference  on  the  use  of  chemotherapy  following  breast 
cancer  surgery  and  irradiation.  “Since  the  previous 
conference,  a substantial  number  of  new  trials  have  been 
initiated,  and  follow-up  in  the  older  trials  has  continued,”  i 
the  report  notes.  “This  has  resulted  in  the  accumulation 
of  new  information  regarding  the  role  of  adjuvant 
therapy  in  the  treatment  of  breast  cancer.” 

The  new  NIH  recommendations  are;  For  premeno- 
pausal women  with  evidence  of  cancer  spread  to  lymph 
nodes,  regardless  of  hormone  receptor  status,  treatment 
with  established  combination  chemotherapy  should 
become  standard  care;  for  premenopausal  patients 
without  lymph  node  involvement,  adjuvant  chemo- 
therapy is  not  generally  recommended  (it  should  be 
considered  only  for  certain  high-risk  patients  in  this 
group). 

For  postmenopausal  women  with  positive  nodes  and 
positive  hormone-receptor  levels,  the  chemoterapeutic 
compound  tamoxifen  is  the  treatment  of  choice;  for  post- 
menopausal women  with  positive  nodes  and  negative 
hormone-receptor  levels,  chemotherapy  cannot  be 
recommended  as  standard  practice,  although  it  may  be 
considered;  and  for  postmenopausal  women  with  no 
evidence  of  lymph  node  involvement,  regardless  of 
hormone  receptor  levels,  there  is  no  indication  for 
routine  adjuvant  treatment. 

“Many  issues  regarding  the  use  of  adjuvant  cytotoxic 
and  hormonal  therapy  of  brea.st  cancer  remain  unresolved,” 
the  report  notes.  “Some  are  best  studied  by  prospective 
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clinical  trials;  others  require  basic  research  in  such  dis- 
ciplines as  molecular  biology,  pathology,  pharmacology, 
human  genetics  and  cell  biology.” 

Among  issues  requiring  controlled  clinical  trials; 
Refinement  of  staging  and  prognostic  subgroups;  use- 
fulness of  adjuvant  chemotherapy  and/or  endocrine 
therapy  in  patients  with  negative  axillary  lymph  nodes; 
new  combinations  of  drugs;  optimal  duration  of 
tamoxifen  administration;  accurate  assessment  of  the 
psychological,  social  and  economic  effect  of  adjuvant 
therapy;  and  continued  assessment  of  the  late  effects  of 
adjuvant  therapy. 

Panel  and  conference  chairman  was  John  H.  Click,  MD, 
of  the  University  of  Pennsylvania  in  Philadelphia.  The 
panel  was  composed  of  representatives  from  the  fields  of 
medical  oncology,  surgery,  radiation  therapy,  pathology, 
nursing,  epidemiology,  biostatistics,  family  medicine  and 
the  general  public. 

JAMA  December  27,  1985 


INTERLEUKIN  2 PRODUCTION  DROPS 
AFTER  ACCIDENTS 


Interleukin  2 production  drops  85  percent  after  severe 
hemorrhage  or  accidental  injury,  making  patients  more 
vulnerable  to  life-threatening  sepsis,  according  to  a study 
from  UCLA  Medical  Center  published  in  the  December 
Archives  of  Surgery.  Edward  Abraham,  MD,  and 
Raymond  F.  Regan,  MD,  measured  interleukin  2 produc- 
tion by  mononuclear  cells  in  21  patients  immediately 
after  hemorrhage  or  trauma  and  found  that  production 
declined  56  percent  in  patients  with  moderate  injury  and 
85  percent  with  severe  injury,  compared  with  controls. 
“These  results  indicate  that  marked  abnormalities  in  cell- 
mediated  immune  function  occur  immediately  after  such 
injuries,”  they  say.  The  impaired  immune  response 
presumably  makes  such  patients  vulnerable  to  deadly 
infection. 


DIETARY  FIBER  REDUCES  ABDOMINAL 
PAIN  IN  CHILDREN 

Fifty  percent  fewer  recurrent  abdominal  pain  attacks 
were  noted  in  children  given  additional  dietary  fiber, 
according  to  a report  in  the  December  American  Journal 
of  Diseases  of  Children.  William  Feldman,  MD,  and 
colleagues  from  the  Children’s  Hospital  of  Eastern 
Ontario  in  Ottawa  conducted  the  first  prospective, 
randomized,  double-blind  controlled  trial  using  fiber  in 
the  management  of  children  with  idiopathic  pain.  The 
study  involved  52  children  with  recurrent  pain.  Half  of 
the  youngsters  were  given  fiber  cookies  and  the  others  a 
placebo.  Twice  as  many  children  given  fiber  had  fewer 
pain  attacks  as  controls,  the  researchers  report.  “It  is 
hypothesized  that  the  beneficial  effect  of  added  fiber  is 
due  to  its  effect  on  shortening  transit  time,  as  in  irritable 
bowel  syndrome,”  they  say. 


JACKHAMMER  OPERATORS  SUBJECT  TO 
VIBRATION  SYNDROME 


People  who  operate  vibrating  tools,  such  as  jackham- 
mers, are  particularly  vulnerable  to  vibrations  syndrome, 
also  known  as  “dead  hand”  syndrome  or  the  white  finger 
disease,  report  Steven  R.  Cohen,  MD,  of  Yale  University 
School  of  Medicine,  New  Haven,  Conn.,  and  colleagues 
in  the  December  Archives  of  Dermatology.  They  report  a 
case  of  a jackhammer  operator  whose  condition  went 
unrecognized  for  more  than  1 1 years.  “The  sequelae  of 
the  disorder  are  irreversible,  but  most  clinical  evidence 
indicates  that  vibration  injury  is  completely  reversible  by 
early  intervention,”  they  say,  pointing  to  the  need  for 
increased  awareness  of  the  disabling  condition. 


SEX  EDUCATION  IN  SCHOOLS 
DRAMATICALLY  EFFECTIVE 


Sex  education  programs  presented  to  inner  city  junior 
high  school  students  dramatically  improve  understand- 
ing of  sexuality,  pregnancy  and  contraception,  according 
to  a study  reported  in  JAMA.  The  study  also  documented 
excellent  retention  of  the  information  two  months  after 
instruction,  but  did  not  measure  changes  in  behavior. 

Evaluated  was  The  Discovery  Program,  two  one-hour 
presentations  conducted  by  medical  student  volunteers  in 
Chicago  inner  city  schools.  The  program,  initiated  in 
1982  by  Northwestern  University  Medical  School  and  the 
Chicago  Public  School  System,  was  evaluated  by 
Northwestern’s  Michael  D.  Benson,  MD,  and  colleagues. 
Students  were  tested  before  the  first  hour  of  instruction, 
five  days  after  the  second  presentation  and  eight  to  12 
weeks  later. 

“A  study  including  1,133  youngsters  demonstrated  a 
32  percent  improvement  in  scores  with  excellent 
retention,”  the  researchers  say.  “A  control  group  of  126 
students  tested  three  times  who  did  not  hear  the  program 
demonstrated  no  learning  from  the  test  alone.” 

An  unexpected  finding  was  that  although  socio- 
economic status,  grade  and  sex  all  influenced  the  level  of 
knowledge  prior  to  instruction,  it  did  not  affect  the 
degree  of  learning.  “It  was  no  surprise  that  olderchildren 
and  females  knew  more  initially,”  the  researchers  say, 
although  these  differences  were  relatively  small.  The 
program’s  effect  on  student  knowledge  was  additive; 
eighth  grade  females  scored  13  percent  higher  than 
seventh  grade  males.  The  researchers  say  theirs  is  the 
most  thoroughly  investigated  sex  education  course  in  the 
United  States,  for  any  grade  level. 

The  two  hours  of  instruction  include  the  use  of  slides, 
lecture  presentations  and  printed  material  regarding 
male  and  female  anatomy,  emotional  and  physical 
changes,  menstruation,  pregnancy,  contraception  and 
sexually  transmitted  disease.  Self-respect  is  emphasized 
as  an  essential  part  of  healthy  sexuality.  The  study 


128 


AMA  \ews 

showed  that  seventh  and  eighth  grade  boys  and  girls 
learned  equally  well  in  a coed  environment,  and  appeared 
to  be  uninhibited  in  asking  sex-related  questions. 

“Two  fifths  of  female  teenagers  in  the  United  States 
will  have  conceived  by  age  19  years  and  half  of  these  will 
go  on  to  deliver  at  term,”  according  to  the  report.  Most 
sex  education  efforts  concentrate  on  young  women  after 
the  birth  of  their  first  child,  the  researchers  say.  Even  teen 
contraceptive  clinics  primarily  treat  female  teenagers 
after  they  have  had  unprotected  intercourse. 

“The  first  step,  and  probably  the  most  cost  effective,  in 
trying  to  reduce  unplanned  adolescent  childbearing  is  a 
well-designed,  mass  effort  to  provide  children  with  sex 
education  in  the  public  schools  before  they  begin  sexual 
activity.” 

JAMA  January  3,  1986 


LOW  BIRTH  WEIGHT  MOST  COMMON 
AMONG  BLACKS 


Low  birth  weight  is  twice  as  common  for  black  infants 
as  for  whites,  but  only  slightly  more  common  for  other 
racial  groups.  Remarkably,  the  trend  persists  even  after 
controlling  for  the  major  known  causes  of  low  birth 
weight. 

Patricia  H.  Shiono,  PhD,  and  colleagues,  of  the 
National  Institute  of  Child  Health  and  Human  Develop- 
ment, Bethesda,  MD,  analyzed  29,415  pregnancy  out- 
comes among  Asians,  blacks,  Hispanics,  other  minorities 
and  whites  enrolled  in  the  study.  Variables  controlled  in 
the  study  included  maternal  smoking  and  alcohol  use 
during  pregnancy,  sex  of  child,  parity,  length  of  prenatal 
care,  and  maternal  weight-for-height  percentile.  Data 
come  from  the  Northern  California  Kaiser-Permanent 
Birth  Defects  Study  and  are  reported  in  JAMA. 

“After  controlling  for  the  effects  of  22  factors,  the  odds 
ratios  for  a low  birth  weight  infant  are  2.41  for  blacks, 
1.37  for  Asians,  1.93  for  others,  and  1.25  for  Hispanics,” 
compared  with  1.00  for  whites,  the  researchers  say.  When 
gestational  age  was  included,  the  ratio  for  blacks 
decreased  to  1.8,  while  differences  in  incidence  of  low 
birth  weight  for  all  other  groups  compared  with  whites 
were  no  longer  statistically  significant.  They  conclude, 
“Factors  currently  used  to  control  for  ethnic  differences 
in  birth  weight  are  insufficient  to  explain  the  observed 
differences.” 

These  results  underscore  the  existing  lack  of  under- 
standing of  the  causes  of  low  birth  weight,  especially  in 
the  black  population,  the  researchers  say.  They  add  that 
the  families  in  the  study  were  somewhat  more  uniform 
socioeconomically  than  the  U.S.  as  a whole,  and  the 
education  level  of  blacks  was  comparable  to  that  of 
whites.  The  researchers  say  their  study  prompts  further 
investigation  into  other  socioeconomic  factors,  physical 
and  emotional  stress,  nutrition,  and  genital  infection  that 
may  influence  infant  birth  weight. 

Commenting  editorially,  Wendy  Baldwin,  PhD,  of  the 
National  Institute  of  Child  Health  and  Human  Develop- 
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ment,  says  that  both  low  birth  weight  and  infant 
mortality  are  twice  as  high  among  blacks  as  among 
whites,  and  that  low  birth  weight  is  often  a predictor  of 
infant  mortality.  She  adds  that  while  Puerto  Ricans  also 
have  a much  higher  incidence  of  low  birth  weight  than 
whites,  other  Hispanics  and  American  Indians  do  not. 

Baldwin  suggests  there  may  be  a biologic/genetic 
influence  in  certain  racial  groups.  “We  accept  it  when  we 
look  at  sex  differences,  as  when  we  find  that  females  have 
a lighter  birth  weight  distribution  than  do  males.  This  is 
not  disturbing,  because  it  does  not  affect  survival; 
females  have  better  survival  rates  than  do  males.”  She 
adds  that  the  study  by  Shiono  and  colleagues  does  not 
provide  an  analysis  of  the  influence  of  birth  weight  on 
survivability. 

Black  newborns  with  low  birth  weights  have  lower 
neonatal  mortality  rates  than  white  infants  of  low  birth 
weight,  Baldwin  says.  “It  is  the  unacceptably  large 
numbers  of  low-birth-weight  babies  born  to  blacks  and 
the  higher  risk  of  death  among  the  normal-weight  babies 
that  result  in  their  disadvantaged  position.” 

Baldwin  notes  that  a joint  effort  by  the  Centers  for 
Disease  Control,  the  National  Institute  of  Child  Health 
and  Human  Development,  the  Health  Resources  and 
Services  Administration,  and  the  National  Center  for 
Health  Statistics  is  aimed  at  developing  a nationally 
linked  birth  and  death  record  system  for  the  United 
States.  “This  would  enable  us  to  address  issues  of  sub- 
group differences  in  birth  weight  and  infant  survival,  and, 
coupled  with  improvements  in  birth  certificate  infor- 
mation, would  become  a major  resource  for  the  questions 
raised  by  Shiono  et  al.,”  she  says. 

JAMA  January  3,  1986 


PRETERM  BIRTHS  20  PERCENT  MORE 
COMMON  FOR  SMOKERS 


Preterm  births  (less  than  37  weeks)  were  20  percent 
more  common  in  women  smoking  at  least  one  pack  of 
cigarettes  per  day  in  a prospective  study  of  30,596 
pregnant  women  in  northern  California,  according  to  a 
study  from  Bethesda’s  National  Institute  of  Child  Health 
and  Development  reported  in  JAMA.  “This  effect  was 
strongest  for  births  occurring  before  33  weeks,  where  the 
excess  was  60  percent,”  say  Patricia  H.  Shiono,  PhD,  and 
colleagues.  The  higher  rate  was  not  accounted  for  by 
differences  in  age,  education,  ethnicity,  beginning  of 
prenatal  care,  drinking  or  eight  other  potential  con- 
founding factors,  they  add.  Research  results  indicate  a 
probable  effect  of  smoking  on  time  of  parturition,  in 
addition  to  the  well-known  effect  on  intrauterine  growth 
retardation. 

JAMA  January  3,  1986 
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PATIENT  GIVEN  PITOCIN  SUES  FOR 
ALLEGED  BATTERY 


physicians,  neither  of  whom  was  a hospital  employee,  the 
hospital  was  relieved  from  liability. 

The  court  said  that  since  the  record  did  not  reveal 
which  physician  ordered  the  injection,  the  case  must  be 
sent  back  to  fix  liability  and  determine  charges.  The  court 
affirmed  the  jury  finding  of  no  negligent  treatment. — 
Kohoutek  v.  Hafner,  366  N.W.2d  633  (Minn. Ct.  of  App., 
April  23,  1985) 


An  issue  as  to  whether  a patient  consented  to  an 
injection  of  Pitocin  required  submission  as  a claim  of 
battery  to  a jury,  a Minnesota  appellate  court  ruled. 

The  patient  was  in  her  42nd  week  of  pregnancy  with 
her  first  child.  After  induction  was  unsuccessful,  her 
physician  decided  that  a cesarean  section  was  the  best 
course  of  action.  The  hospital  required  a second  opinion 
for  cesarean  sections  for  first-time  mothers.  A nurse 
contacted  another  physician.  He  believed  that  Pitocin 
should  be  injected  to  augment  the  process  of  natural 
labor,  which  had  begun.  The  patient  voiced  objections 
but  did  not  refuse  the  injection.  However,  the  hospital  did 
not  obtain  a consent  form  specifically  covering  the 
Pitocin  injection.  When  her  physician  arrived,  he  was 
displeased  that  the  induction  was  occurring  but  did  not 
change  the  course  of  treatment.  The  physician  was  unable 
to  deliver  the  baby’s  shoulders  until  a half  hour  after  the 
head  was  delivered  because  of  shoulder  dystocia.  The 
baby  became  blue  and  could  not  be  resuscitated  before 
brain  damage  occurred. 

The  patient  and  her  husband  sued  the  two  physicians 
and  the  hospital,  alleging  malpractice  on  theories  of 
battery,  negligent  nondisclosure,  and  negligent  treat- 
ment. The  physicians  and  hospital  contended  that  the 
injection  could  not  be  considered  a battery,  since  it  was 
used  merely  to  augment  natural  labor.  The  trial  court 
refused  to  submit  the  battery  claim  to  the  jury,  which 
rejected  both  negligence  claims. 

On  appeal,  the  court  said  that  battery  was  an  uncon- 
sented touching  and  therefore  the  same  issue  of  informed 
consent  arose  as  in  a claim  of  negligent  nondisclosure. 
Three  persons  testified  that  the  patient  was  opposed  to  or 
at  least  confused  about  the  change  in  treatment  and 
objected  to  the  injection.  The  court  said  that  the  record 
raised  a fact  issue  as  to  whether  consent  was  given  or  a 
battery  occurred  and  the  battery  claim  should  have  been 
submitted  to  the  jury. 

The  court  said  that  since  the  nurses  in  performing  the 
injection  were  acting  under  orders  of  one  of  the 


MALPRACTICE  CLAIM  IN  WISCONSIN  MUST 
GO  TO  PANEL  BEFORE  COURT  CAN 
HEAR  DISPUTE 


A trial  court  did  not  have  jurisdiction  over  a dispute 
between  the  Wisconsin  Patients  Compensation  Fund  and 
a medical  malpractice  insurance  company  because  the 
claim  had  not  been  submitted  yet  to  a compensation 
panel,  the  Wisconsin  Supreme  Court  ruled. 

On  June  3,  1981  the  parents  of  a stillborn  child  filed  a 
complaint  with  the  Patients  Compensation  Panel  against 
two  physicians  for  negligence  in  managing  the  pregnancy 
and  causing  the  death  of  the  allegedly  viable  fetus.  The 
two  physicians  were  each  insured  under  separate  policies 
by  an  insurance  company  for  up  to  $200,000  per  claim. 

Before  the  panel  heard  the  case,  a settlement  was 
reached  with  the  parents.  The  case  was  settled  for 
$1,000,00,  of  which  $975,000  was  allocated  to  the 
individual  claims  of  the  parents  and  $25,000  was 
allocated  to  the  claim  of  the  fetus.  The  insurance 
company  contributed  $200,000,  covering  one  of  the 
physicians,  but  denied  any  negligence  on  the  part  of  the 
second  physician  and  refused  payment  for  that  claim. 
The  $8(X),000  balance  of  the  settlement  was  paid  by  the 
Wisconsin  Patients  Compensation  Fund. 

The  Fund  then  filed  suit  against  the  insurance 
company  for  contribution  of  $200,000  for  the  negligence 
of  the  second  physician  and  $25,000  for  the  settlement  on 
the  behalf  of  the  fetus,  which  the  insurance  company  had 
refused  to  pay.  A trial  court  dismissed  the  complaints  in 
both  actions,  and  the  Fund  appealed. 

Affirming  the  decision,  the  Supreme  Court  said  that 
the  legislature  intended  that  the  statutes  providing  for 
review  of  malpractice  claims  by  a compensation  panel 
cover  the  claims  filed  by  the  Fund.  Since  those  claims  had 
to  be  filed  with  a compensation  panel  before  a lawsuit 
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could  be  tiled,  the  lawsuits  were  properly  dismissed.  The 
trial  court  had  no  jurisdiction  to  hear  the  Fund’s 
complaint  until  it  had  first  submitted  the  controversy  to  a 
compensation  panel,  the  court  concluded. — Wisconsin 
Patients  Compensation  Fund  v.  Continental  Casualty 
Company,  361  N.W.2d  666  (Wis.Sup.Ct.,  Jan.  3 1,  1985) 


MOTHER  OF  STILLBORN  INFANT  CLAIMS 
EMOTIONAL  DISTRESS 


A patient’s  allegations  of  emotional  distress  and 
mental  injuries  arising  from  negligence  in  delivery  of  a 
stillborn  fetus  presented  triable  issues  precluding 
summary  judgment,  a New  York  trial  court  ruled. 

The  patients  was  under  the  care  of  various  physicians 
at  the  hospital  during  her  pregnancy  and  delivery.  In  a 
suit  for  malpractice  against  the  hospital  and  two 
physicians,  the  patients  contended  that  a footling  breech 
delivery  should  have  been  anticipated  and  a cesarean 
section  performed.  She  sought  to  recover  for  the  severe 
emotional  trauma  of  delivery  of  a stillborn  child  after 
enduring  the  pain  and  discomfort  of  a full-term 
pregnancy  and  delivery. 

The  hospital  and  physicians  contended  that  under  state 
law  there  was  no  cause  of  action  for  emotional  harm 
resulting  indirectly  through  the  reaction  of  one  person  to 
injury  caused  to  another  and  the  case  should  be 
dismissed.  The  court  said  that  the  patient  was  not  merely 
a “bystander”  but  as  much  as  victim  of  alleged  negligence 
as  the  stillborn  fetus,  since  it  was  alleged  that  the  delaying 
and  prolonging  of  delivery  resulted  in  injuries  to  the 
patient  as  well  as  in  the  stillbirth  of  the  child. 

The  court,  referring  to  previous  decisions,  said  that  the 
mother  did  not  need  to  prove  “independent  physical 
injuries”  but  might  recover  for  emotional  and  psychic 
harm  if  she  were  found  to  have  been  within  the  “zone  of 
danger”  and  subject  to  a reasonable  fear  of  immediate 
personal  injury.  The  court  also  found  that  for  the  purpose 
of  the  “zone  of  danger”  rule,  the  stillborn  fetus  was  a 
“member  of  the  immediate  family”  of  the  patient  and 
that  the  mother  was  alleging  emotional  distress  as  a result 
of  her  “contemporaneous  observation  of  the  death  of  a 
member  of  the  immediate  family,”  the  stillborn  child. 

Denying  summary  judgment,  the  court  said  that  if  her 
claims  were  substantiated  by  the  evidence  during  trial, 
the  patient  would  be  entitled  to  recover  for  emotional 
distress  and  mental  injuries — Khan  v.  Hip  Hospital,  Inc., 
487  N.Y.S.2d  700  (N.Y.Sup.Ct.,  March  28,  1985) 


PARENTS  OF  STILLBORN  INFANT  CAN 
SUE  MDs  FOR  WRONGFUL  DEATH 


Parents  could  recover  for  the  wrongful  death  of  a 
viable  fetus,  the  Arizona  Supreme  Court  ruled. 

The  patient  first  consulted  a physician  for  prenatal  care 
in  November  1980.  At  that  time  she  disclosed  a historv  of 


diabetes.  The  physicians  told  her  that  there  was  nothing 
to  worry  about  and  performed  no  special  tests.  On  June 
10,  1981,  the  patient  informed  her  physicians  that  she  no 
longer  felt  fetal  movement.  She  was  examined,  reassured 
that  all  was  well,  and  sent  home.  She  continued  to  note 
the  absence  of  fetal  movement  and  went  back  to  one  of 
the  physicians  on  June  18.  This  time  the  physician  could 
not  detect  any  fetal  heartbeat  and  admitted  her  to  the 
hospital.  She  was  delivered  of  a 37-week-old  stillborn 
fetus.  The  cause  of  fetal  death  according  to  hospital 
records  was  diabetes  and  toxemia  of  pregnancy. 

The  parents  filed  a malpractice  action  against  the 
attending  physicians.  A trial  court  dismissed  the  claim  for 
wrongful  death  on  the  grounds  that  a fetus  was  not  a 
person  under  the  statute  that  authorized  a wrongful 
death  action. 

On  appeal,  the  Arizona  Supreme  Court  said  that  in  the 
absence  of  a clear  legislative  intent  otherwise,  the  word 
“person”  in  the  wrongful  death  statute  included  a 
stillborn,  viable  fetus.  The  court  said  that  the  infant  could 
have  maintained  an  action  for  damages  if  it  had  survived 
birth.  The  overall  legislative  policy  of  compensation  and 
protection  of  the  fetus  argued  in  favor  of  giving  the 
parents  a remedy  when  their  viable  unborn  child  was 
negligently  killed,  the  court  said.  Common  law  now 
recognize  that  it  is  the  ability  of  the  fetus  to  sustain  life 
independently  of  the  mother’s  body  that  determines 
when  it  should  be  recognized  as  a person.  The  court 
dissapproved  an  earlier  decision  that  held  that  a fetus  was 
not  a person  under  the  wrongful  death  statute. — 
Summerfield  v.  Superior  Court  of  the  State  of  Arizona,  In 
and  For  the  County  of  Maricopa,  698  P.2d  712 
(Ariz.Sup.Ct.,  April  24,  1985) 


EXTREME  PERSONALITY  CHANGE 
ATTRIBUTED  TO  BRAIN  DAMAGE 
DURING  ANESTHESIA 


The  jury  returned  a verdict  in  favor  of  the  defendant 
anesthesiologist  in  a case  where  the  plaintiff  had  been 
legally  declared  incompetent  as  a result  of  brain  damage 
in  the  perioperative  period.  The  patient  was  having 
surgery  performed  for  repair  of  a detached  retina  when 
the  alleged  episode  of  anoxia  was  to  have  occurred.  The 
defendant  doctor  produced  evidence  of  blood  gases  that 
substantiated  his  claim  that  there  were  no  periods  of 
anoxia  during  anesthesia,  and  offered  the  opinion  that 
the  brain  damage  occurred  pursuant  to  respiratory  and 
cardiac  complications  the  following  day.  Angela  Ungaro 
V.  Syracuse  Anesthesia  Group,  P.C.  and  Nay yer  Omar, 
M.D.,  Onondaga  Supreme  (NY)  No.  82/2477.  Informa- 
tion in  this  case  provided  by  the  New  York  Jury  Verdict 
Reported,  Inc.  by  licensing  agreement. 
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FAILURE  TO  SCHEDULE  PROMPT  SURGERY 
FOR  PATIENT  WITH  KNOWN 
CARDIAC  CONDITION 


The  decedent  was  58  years  old  at  the  time  of  his  death 
in  1981  and  had  not  worked  since  1960.  He  underwent 
catheterization  and  coroangiography  and  it  was  deter- 
mined he  had  a 100%  occluded  right  artery  and  a 95% 
occluded  left  descending.  Still,  he  was  discharged  and 
told  to  attend  a hospital-affiliated  diet  center  and  refrain 
from  physical  activity.  This  was  on  August  11,  1981.  His 
bypass  surgery  was  then  scheduled  for  October  7,  1981. 
On  September  27  he  died  of  a heart  attack.  Plaintiffs 
expert  witness  said  he  should  not  have  been  discharged 
but  should  have  undergone  surgery  immediately.  The 
defense  said  that  heart  surgery  was  done  on  a first-come, 
first-served  basis  except  in  emergencies  and  this  was  not 
such.  Moreover,  the  heart  surgery  facilities/staff  were 
busy.  The  decedent,  an  obese,  hypertensive,  diabetic 
smoker  had  no  steady  income  except  a disability  pension. 
The  trial  court  refused  to  allow  a claim  for  consortium 
under  then  existing  Rhode  Island  law.  Kathleen  Plácente 
V.  United  States,  U.S.  Dist.,  Rhode  Island  No.  85-0604-B. 


FAILURE  TO  DIAGNOSE  AND  TREAT 
UNSTABLE  ANGINA 

The  plaintiffs  were  the  widow  and  daughter  of  the 
decedent,  a 43-years-old  production  supervisor.  The 
decedent  was  seen  by  the  defendant  doctor  in  his  office  on 
two  occasions,  two  days  and  six  days  respectively,  prior 
to  his  death,  complaining  of  blackout  spells  and  pain  in 
his  legs,  shoulders  and  chest.  An  EKG  was  normal  at  the 
time  and  a diagnosis  of  stable  angina  was  made.  The 
defendant  gave  his  patient  the  name  and  telephone 
number  of  a cardiologist  with  instructions  to  make  an 
appointment  “as  soon  as  possible”.  Testimony  indicated 
the  plaintiffs  tried  once  to  reach  the  cardiologist  but  did 
not  follow-up  when  they  did  not  reach  him.  Two  days 
after  this  last  visit,  the  chest  pain  returned  but  the 
decedent  refused  to  go  the  hospital  or  call  a doctor.  He 
subsequently  lost  consciousness  and  died.  The  plaintiffs 
alleged  the  defendant  failed  to  pay  close  attention  to  the 
decendent’s  risk  factors  for  heart  disease  (smoker, 
overweight,  no  exercise,  and  elevated  cholesterol  and 
triglycerides);  failed  to  prescribe  medications;  and  failed 
to  refer  immediately  to  a cardiologist.  The  defendant 
contended  that  the  standard  of  care  for  stable  angina  did 
not  require  hospitalization  or  emergency  referral  to  a 
cardiologist;  that  he  gave  adequate  instructions;  and  that 
the  decedent  died  of  an  unpredictable  event,  probably  an 
arrhythmia.  The  jury  rendered  a plaintiff  verdict  for 
damages  in  the  amount  of  $872,475  but  reduced  this 
amount  to  305,366.25  for  65%  contributory  negligence 
by  the  decedent.  Beverly  McKinley,  et  al.  v.  Walter  (1. 
Panyanihan,  M.D.,  etal.,  Alameda  County' (CA)  No.  H-81 124-8. 


He  flourished 
during  the  first 
half  of  the 
20th  century.” 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name  

Address 

City State Zip 

□ Member,  County 

County Medical  Society 
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EN  BAYAMON: 

Para  compartir  consultorio  amplio  con 
dos  salas  de  examen,  sala  de  entrevista, 
amplia  sala  de  espera,  hidroterapia, 
baño,  teléfonos. 

Localizada  en: 

Edificio  Medical  Ophtalmic  Plaza 
Suite  207 

Carretera  No.  2 Km.  11.8  (Cerca  de 
Hospital  Hermanos  Meléndez  y Centro 
Comercial  Uni-Coop  de  Bayamón) 
Horario  Disponible; 

8:00  A.M.-  12:00  M. 

12:00  M.  - 4:00  P.M. 

Interesados  llamar  a los  teléfonos: 
787-7200  ó 790-6371 

SE  ALQUILA  O SE  VENDE: 

Oficina  de  médico  en  Condominios 
Las  Torres  (Sur)  5to.  piso.  Apto.  E. 
En  Bayamón. 

Para  información  favor  de  llamar  al; 
786-8812 

SE  ALQUILA 

Oficinas  para  médicos  en  Ave.  San 
Rafael  No.  179,  Aguadilla,  P.R. 
Próximas  al  Hospital  Regional. 

Para  más  información,  llamar  al; 
891-3226  (Dra.  González)  o al 
727-7155  Arquitecto  Sálico. 

SE  OFRECE; 

Un  local  en  el  segundo  nivel,  frente  a 
La  Plaza,  altos  de  consultorio  médico, 
propio  para  oficina  de  radiología. 

Para  información  puede  llamar  al 
teléfono  876-2715  de  8:00  A.M.  a 
6:00  P.M. 

SE  VENDE; 

Oficina  de  médico  de  950  pies  cuadra- 
dos ubicada  en  el  edificio  Ashford 
Medical  Center. 

Interesados  llamar  al  Dr.  Rafael  Sán- 
chez Valentín  al  725-1603. 


ANUNCIO; 

El  Dr.  Germán  Oliver  Padilla,  Pediatra 
y Patólogo  del  Habla  — Lenguaje  con 
Certificado  de  Competencia  Clínica 
(C.C.C.)  otorgado  por  la  Asociación 
Americana  de  Habla- Lenguaje  y Audio- 
logía  (A.S.H.A.)  anuncia  el  cese  de  su 
práctica  privada  de  pediatría  a partir 
del  día  1ro.  de  enero  de  1986. 

El  Dr.  Oliver  Padilla  se  dedicará  ex- 
clusivamente a la  práctica  privada  de 
patología  del  Habla— Lenguaje. 

Las  evaluaciones  del  habla  son  extric- 
tamente  por  cita  previa. 

Dirección: 

Centro  Pediátrico  de  Terapia  del  Habla 
y Lenguaje. 

Ave.  Jesús  T.  Piñero  No.  1000 
Puerto  Nuevo,  P.R.  00921 
Teléfono:  783-7092 

A QUIEN  PUEDA  INTERESAR 

Colega  Ortopeda: 

Gran  oportunidad  - Oficina  ortopeda 
completamente  equipada  para  alquiler 
o venta  (con  equipo  de  Rayos  X)  para 
más  información,  comuniqúese  al 
(809)  832-3515  de  lunes  a viernes  de 
9:00  a 11:00  A.M. 

ANUNCIO; 

El  Dr.  Raúl  A.  Morales  Meléndez, 
Dermatólogo,  se  complace  en  anunciar 
el  traslado  de  su  oficina  a la  calle  Celis 
Aguilera  No.  50  (altos),  Caguas,  Puerto 
Rico.  Apartado  No.  776  - Caguas  P.R. 
00626-0776.  Teléfono:  746-1716 

VENDO  O ALQUILO 

Residencia  en  el  séctor  exclusivo  de 
San  Patricio  — Golden  Gate  cerca  a 
bancos,  colegios  privados,  centros 
comerciales,  restaurantes,  a diez  minu- 
tos de  Bayamón,  Guaynabo,  San  Juan, 
Río  Piedras  y Plaza  Las  Américas. 
Consta  de  dos  plantas,  4 dormitorios 
con  aire  acondicionado  central,  sala, 
comedor,  salón  de  estar  espacioso, 
“Guest  Room’,  salón  de  estudio  am- 
plia cocina,  2 terrazas,  4 baños,  doble 
marquesina  con  portones  eléctricos, 
amplias  facilidades  de  almacenaje, 
patio  amplio. 

Precio  $190,000.00  Renta  $1,500.00 
Interesados  llamar  al  781-2857  de 
8:00  a 10:00  A.M.  y de  6:00  P.M. 
en  adelante. 


SE  VENDE: 

Oficina  de  pediatra  cinco  años  de  insta- 
lada. En  el  Hospital  De  Diego,  Santurce. 
Para  más  información,  favor  de  llamar 
al  teléfono:  724-0492  (día)  y al 
791-5127  (noche). 

SE  VENDE: 

Oficina  de  médico  de  400  píes  cuadra- 
dos ubicada  en  el  Edificio  DarUngton, 
en  Río  Piedras. 

Completamente  decorada  y en  per- 
fectas condiciones. 

Para  más  información  llamar  a los 
teléfonos:  751-2556  (noche) 

764-1506,  758-5177  (horas  laborables) 

SE  VENDE: 

En  Ashford  Medical  Center,  oficina 
completamente  amueblada  en  el  pri- 
mer piso. 

Para  más  información  llamar  al: 
722-3713  (oficina) 

727-7489  (residencia) 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"^ 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

flurazepam  HCI/Roche  ® 


sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  /Z  691- 
697  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
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Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21:355-36], 

Mar  1977 


DALMANE® 

flurazepam  FICI/Roche(M 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  parficularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manatí,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  tall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.  As  always,  caution  patients  about 
. , ^ ' driving  or  drinking  alcohol. 

Please  see  relerenpes  ond  siiiiiniiMy  ni  ihikIih  i uiiiiiiiiiiiinn  i .n  miIc 


DALMANE 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 


ROCHE 


\ 


% 


Copyright 't'  1985  by  Roche  Products  Inc  All  rights  reserved 


ASOCIACION  MEDICA  DE  PUERTO  RICO 


r f r n,  i v 

<y  MEOICWC 
M»TOW,  m 


MAY  281661 


VOL.TB/NUM.A 


ABRIL  10Be 


■ 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Columna  del  Editor 


En  este  número  el  Editor  desea  comentar  sobre  la 
Resonancia  Magnética  o “Magnetic  Resonance  Imag- 
ing” (MRI).  Este  es  el  tema  del  Editorial  de  este  Boletín  y 
por  primera  vez  se  publica  algo  en  él  relacionado  con  esta 
técnica,  la  más  reciente  en  la  actual  “revolución”  de  la 
tecnología  radiológica. 

Desde  que  comenzaron  a ensayarse  las  aplicaciones 
clínicas  de  esta  técnica  diagnóstica  en  1982,  la  MRI  ha 
causado  gran  excitación  en  la  comunidad  médica  ya  que 
ofrece  varias  ventajas  sobre  la  tomografía  computarizada. 
Entre  las  más  sobresalientes  se  encuentran:  mejor  con- 
traste de  tejido  blando,  control  del  operador  del  contraste 
entre  los  tejidos,  obtención  multiplanar  de  las  imágenes  y 
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la  ausencia  de  rayos  x.  Específicamente  en  el  campo  de  la 
cardiología  posee  la  ventaja  de  que  ofrece  una  resolución 
excelente  de  las  cámaras  cardíacas  sin  necesidad  de 
material  de  contraste  y que  con  ella  pueden  hacerse 
análisis  cuantitativos  del  flujo  sanguíneo  por  medio  de 
una  técnica  no  invasiva.  Su  gran  desventaja:  cuesta  2.5 
millones  de  dólares,  su  costo  de  operación  y manteni- 
miento es  elevado,  requiere  la  construcción  de  una 
edificación  especial  y no  puede  usarse  en  pacientes  con 
marcapasos,  válvulas  cardíacas  prostéticas  o implantes 
metálicos.  Es  probable  que  instituciones  de  enseñanza 
médica  adquieran  este  equipo  en  el  futuro,  sin  embargo, 
su  viabilidad  económica  para  la  institución  aún  no  está 
bien  definida.  Debemos  estar  alerta  y analizar  los 
resultados  de  las  instituciones  que  tienen  MRI  desde 
nuestra  perspectiva  particular,  para  poder  determinar  la 
necesidad,  conveniencia  y viabilidad  económica  de  esta 
moderna  técnica  diagnóstica. 

El  artículo  original  de  la  Dra.  María  Santaella  donde 
discute  los  aspectos  inmunológicos  de  las  varias  formas 
de  “shock”  es  uno  de  gran  relevancia  académica  y alto 
contenido  científico.  Es  particularmente  importante  para 
nosotros,  pues  hasta  donde  tenemos  conocimiento  es  la 
primera  vez  que  se  escribe  algún  trabajo  sobre  este  tema 
y el  Boletín  de  la  Asociación  Médica  de  Puerto  Rico  ha 
tenido  el  privilegio  de  poder  publicarlo. 

I/mAjlajCuaax, 

Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 
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NUESTRA  PORTADA 

Marea  Alta,  grabado  del  artista  puertorriqueño  Carlos  Raquel 
Rivera. 

El  autor  nació  en  Yauco  y estudió  en  la  Academia  de  Arte  que  dirigia 
en  San  Juan  Edna  Coll.  En  1949  se  traslada  a Nueva  York  donde 
continúa  su  aprendizaje  en  la  Liga  de  Estudiantes  de  Arte.  Dos  años 
después  regresa  a Puerto  Rico  y entra  en  el  Taller  de  Juan  Rosado,  en 
Puerta  de  Tierra,  donde  tantos  otros  artistas  puertorriqueños 
recibieron  acogida  al  desarrollo  de  sus  vocaciones  plásticas. 

Fue  uno  de  los  fundadores  del  Centro  de  Arte  Puertorriqueño.  En 
1958  obtuvo  el  “Premio  de  las  Naciones”  en  la  Primera  Bienal  de 
México.  Sus  grabados  se  han  expuesto  en  varias  ciudades  de  Estados 
Unidos,  así  como  en  Cuba,  Holanda,  Francia  y Rusia. 

La  obra  de  Carlos  Raquel  Rivera  se  caracteriza  por  una  originalidad 
tal  que  demuestra  una  imaginación  prodigiosa.  No  existen  en  los 
museos  del  mundo  entero  obras  parecidas  a las  de  este  distinguidísimo 
maestro  miembro  de  la  generación  del  cincuenta. 

El  grabado  es  una  técnica  sumamente  difícil  y tediosa.  El  realizar 
estas  obras  de  arte  hendiendo  con  una  cuchilla  los  trazados  y rasgos  del 
negativo  de  la  imagen,  en  una  plancha  de  madera  o linóleo,  puede  tomar 
muchos  meses.  El  artista  no  sabe  de  cuán  bien  ha  realizado  su  creación 
sino  cuando  se  hace  la  primera  impresión. 

Narra  el  artista  que  una  de  sus  experiencias  de  másgrata  recordación 
que  ha  tenido  en  su  vida  fue  cuando  vio  la  primera  impresión  de  su 
famoso  grabado  “Noche  Clara".  Aquél  gozo  lo  entusiasmó  sobre- 
manera y le  sirvió  de  estímulo  para  eventual  mente  hacer  la  gran  contri- 
bución que  se  le  reconoce  en  este  difícil  arte. 

“Marea  Alta”  fue  premiado  en  un  certamen  auspiciado  por  el  Ateneo 
Puertorriqueño.  Representa  el  arrabal  de  “El  Fanguíto"  con  parte  de 
las  viscisitudes  que  imponía  el  tiempo  de  marea  alta. 

La  Asociación  Médica  de  Puerto  Rico  agradece  al  doctor  José  1.. 
Rodríguez-Rosado  su  gestión  en  proveernos  esta  obra  de  arte  para 
nuestra  portada. 
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Resonancia  Magnética 


Durante  los  últimos  quince  años  las  Ciencias  Radio- 
lógicas han  sido  sacudidas  por  avances  tecnológicos 
que  han  cambiado  radicalmente  la  práctica  de  la 
medicina  y en  particular  las  ciencias  neurológicas  y 
cardiovasculares.  La  tendencia  de  la  medicina  moderna 
es  hacia  hacia  el  manejo  de  problemas  de  diagnóstico 
utilizando  métodos  menos  invasivos  y utilizando  al 
mínimo  la  hospitalización  para  llevar  a cabo  procedi- 
mientos de  diagnóstico.  De  la  misma  manera  se  han 
desarrollado  nuevos  fármacos  para  ser  utilizados  como 
medios  de  contraste  radiológico  mucho  menos  alergéni- 
cos  que  los  que  se  han  utilizado  hasta  ahora. 

El  desarrollo  de  la  Tomografía  Axial  Computarizada 
ha  revolucionado  la  práctica  de  la  medicina  y particular- 
mente el  manejo  del  paciente  con  problemas  neurológi- 
cos.  Sin  embargo,  la  Tomografia  Axial  Computarizada 
no  ha  podido  resolver  algunos  problemas  técnicos  en  la 
producción  de  imágenes  en  aquellas  áreas  donde  existen 
grandes  diferencias  de  densidad  tales  como  en  la  fosa 
posterior  del  cráneo,  la  columna  vertebral  y en  aquellas 
áreas  anatómicas  donde  se  han  implantado  aditamentos 
metálicos,  sin  perder  de  vista  que  la  Tomografia  Axial 
Computarizada  de  transmisión  conlleva  riesgos  de 
radiación  a las  partes  estudiadas.  Como  resultado  directo 
de  la  investigación  en  la  utilización  de  tomografia 
computarizada  aplicada  a métodos  de  diagnóstico 
médico,  surge  la  resonancia  magnética  que  hace  posible 
que  podamos  beneficiarnos  de  este  nuevo  método  en  la 
investigación  clínica  de  muchas  enfermedades  que  hasta 
ahora  eran  prácticamente  imposibles  de  evaluar  fuera  de 
la  mesa  de  autopsia. 

¿Qué  es  la  Resonancia  Magnética? 

La  Resonancia  Magnética  es  un  método  de  investi- 
gación clínica  por  el  cual  los  protones  de  hidrógeno  en  la 
molécula  de  agua  son  alineados  por  un  campo  magnético 
externo  y luego  de  aplicarse  una  radiofrecuencia  reso- 
nante con  la  frecuencia  de  precesión  de  los  átomos  de 
hidrógeno,  se  genera  una  señal  que  puede  .ser  cuantifi- 
cada  por  tiempo,  espacio  y frecuencia.  El  tejido  en 
cuestión  es  “retratado”  utilizando  sus  características  de 
resonancia  mediante  la  aplicación  de  un  algoritmo 
matemático  similar  al  que  se  usa  en  la  Tomografía 
Computarizada  de  transmisión. 


¿Qué  aplicaciones  prácticas  tiene  la  Resonancia  Magnética? 

La  resonancia  magnética  no  utiliza  rayos  X para 
generar  una  imagen  y esto  de  por  sí  es  de  gran  utilidad 
para  el  manejo  y seguimiento  de  muchas  enfermedades. 
Sin  embargo,  no  puede  utilizarse  en  aquellos  pacientes 
donde  se  le  han  instalado  aditamentos  metálicos  como  en 
la  correción  de  aneurismas  intracerebrales,  marcapasos, 
válvulas  u otro  tipo  de  aparato  ortopédico,  ya  que  al  estar 
expuestos  al  alto  campo  magnético  estos  pueden  ser 
desprendidos  del  tejido.  Por  el  otro  lado,  las  carac- 
terísticas tisulares  del  hueso  hacen  posible  que  se  pueda 
evaluar  todos  los  tejidos  blandos  íntimamente  relacio- 
nados al  hueso  sin  éste  degradar  la  imagen  producida. 
Esto  es  de  gran  aplicación  práctica  en  la  evaluación  de 
enfermedades  del  cordón  espinal  y la  evaluación  de 
tejidos  blandos  en  el  diagnóstico  de  tumores. 

¿Dónde  se  ha  instalado  este  equipo? 

Este  equipo  ha  sido  instalado  en  prácticamente  todas 
las  instituciones  de  enseñanza  médica  y grandes  centros 
médicos  de  los  Estados  Unidos  de  América  que  atienden 
altos  volúmenes  de  pacientes  con  enfermedades  neuroló- 
gicas y particularmente  cáncer.  El  factor  de  volumen  es 
imprescindible  desde  el  punto  de  vista  de  “costo  y 
beneficio”  ya  que  la  adquisición  e instalación  del  equipo 
está  cerca  del  millón  y medio  de  dólares. 

¿Cómo  se  afectaría  la  utilización  de  tomografía 
computarizada  (CT)  de  instalarse  este  equipo  en 
Puerto  Rico? 

En  ninguna  forma,  ya  que  la  Resonancia  Magnética 
complementaria  la  evaluación  de  entidades  neurológicas 
y cáncer  que  en  este  momento,  por  cuestiones  técnicas,  no 
pueden  resolverse  adecuadamente  con  la  Tomogratla 
Computarizada  de  transmisión.  Lo  que  quiere  decir,  que 
la  Resonancia  Magnética  tiene  su  sitio  en  aquellas  insti- 
tuciones que  tengan  experiencia  previa  con  la  tomogratla 
computarizada. 

¿Quién  dehe  manejar  r supervisar  la  aplicación  médica  de 
la  Resonancia  Magnética? 

E.s  obvio  que  la  resonancia  magnética  en  su  aplicación 
médica  es  un  método  do  (.liagnóstico  que  pertenece  al 


Resonancia  Maünéiica 


Val.  7H  Núm^  4 


especialista  que  ha  sidt)  adiestrado  en  la  interpretación  de 
imágenes  y este  es  el  ruíliólo^o  de  dia^nóslico.  Aunque 
todos  los  médicos  que  practican  medicina  en  Puerto  Rico 
tienen  una  licencia  de  “médico  cirujano”,  la  práctica  en 
nuestro  ambiente  reconoce  quién  es  cirujano  y quién  no 
lo  es.  De  la  misma  manera  la  especialidad  reconocida 
como  Radioloí^ía  de  Diaí^nóstieo  tiene  todo  el  derecho  a 
exigir  que  la  práctica  de  la  medicina  relacionada  con  la 
interpretación  de  imágenes  generadas  por  Rayos  X, 
ultrasonido  o radiaciones  electromagnéticas  no  sean 
usurpadas  por  otros  profesionales  que  han  sido  adiestra- 
dos en  otras  disciplinas  le  la  medicina.  Esto  es  de  gran 
relevancia  en  el  mundo  en  que  \'i\imos  ya  que  estamos 
viendo  con  gran  preocupación  la  tendencia  de  algunos 
colegas  a invadir  la  práctica  de  la  radiología,  área  en  la 
cual  no  fuercm  adiestrados  lo  cual  podría  traer  conse- 
cuencias médicolegales  muy  serias  en  el  futuro. 

¡Zapatero  a su 


Catedrático  y Jefe 

División  de  Radiología  de  Diagnóstico 
Recinto  de  Ciencias  Médicas 
Universidad  de  Puerto  Rico 


Paseo  del  Mar  del  Parque  Borinquen  en  Santurce  ( circa  1910). 
Esta  fotografía  debe  ser  sin  duda  alguna  causa  de  nostalgia 
para  muchos,  pues  además  de  la  belleza  que  refleja,  proyecta 
un  ambiente  de  tranquilidad,  disciplina,  seriedad  y sobre 
todo  mucho  civismo.  Cualidades  que  han  desaparecido  en 
casi  la  totalidad  de  las  escasas  facilidades  de  recreación 


pasiva  que  existen  en  nuestra  sociedad  aceleradamente 
decadente.  Nos  dicen  que  es  consecuencia  del  progreso. 
¿Quién  se  lo  cree?  R VJ 

Potügrafía  cortesía  del  Sr.  Ignacio  Olazagasty  y el 
Dr.  Edgardo  García-Trias. 
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¿Puede  alguna  otra  inversión 
suya  acelerar  de  0 a 55  m.p.h. 
en  sólo  6.7*  segundos? 


Tabla  de  expectativa  de  vida  para  un  Volvo  promedio 
en  América 


Autos 

Importados 


126 


Autos 

Domésticos 


11  7 


Todos  los 
Autos 


11  8 


Volvo 


Años  0 12  14  16  18 


Cuando  usted  compra  un  Volvo  740  con  Turbo  Intercooler,  está 
comprando  mucho  más  que  su  imponente  funcionamiento,  potente 
aceleración  y ágil  maniobrahilidad,  atributos  que  lo  hacen  tan  emocionante 
para  guiar  como  cualquier  carro  deportivo  en  su  categoría. 

Está  comprando  un  carro  tan  bien  construido  que  su  durabilidad 
promedio  sobrepasa  los  16  años**,  aún  cuando  tiene  que  soportar  los  recios 
embates  de  tan  severos  climas  como  el  de  su  país  de  origen. 

Y está  comprando  un  carro  de  esmerada  construcción,  exquisitos  lujos  y 
renombrada  elegancia. 

No  es  casualidad  que  tantos  de  nuestros  clientes  digan  que  un  Volvo  no 
es  solamente  un  gran  carro;  es  también  una  gran  inversión. 


‘‘Basado  en  un  estudio  actuarial  de  U S Registration  Data  del 
1982-83  llevado  a cabo  por  Ken  Warwick  & Associates 


Por  tantas  buenas  razones  . . . 
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ESTUDIOS  CLINICOS 


Hypertension  in  Cadaver  Kidney 
Transpiantation 


Abstract:  This  study  analyzes  the  evolution  of  hyper- 

tension in  patients  receiving  renal  transplants.  All  patients 
were  evaluated  both  pre-and  posttransplantation  for  the 
presence  of  hypertensive  disease  and  were  followed  after 
transplant  for  at  least  18  months.  Analysis  of  the  evolution 
of  their  hypertension  indicated  that  age,  sex,  and  race  were 
not  involved  in  the  course  of  their  hypertension  after 
transplant.  There  was,  however,  an  association  between 
original  native  renal  disease  and  the  changes  in  blood 
pressure  after  transplantation.  In  general,  the  causes  and 
mechanisms  involved  in  hypertension  after  transplantation 
were  found  to  be  complex  and  multifactorial. 

Currently,  renal  transplantation  is  an  accepted 
therapeutic  option  for  end  stage  renal  disease.  Such 
patients  have  an  excellent  prognosis  if  their  allografts 
have  not  been  rejected  after  one  year  posttransplantation. 
However,  one  major  problem  that  remains  for  nearly 
50%  of  such  patients  is  hypertension.'"*  The  two  major 
controversial  areas  in  this  field  are  the  natural  evolution 
of  the  blood  pressure  after  renal  transplantation,  and  the 
influence  of  other  factors  such  as  rejection  upon  the 
development  of  blood  pressure.  The  present  study 
attempts  to  define  such  problems  by  analyzing  the 
patient’s  hypertensive  state  both  before  and  after  trans- 
plantation. All  the  patients  included  in  this  study  were 
treated  only  with  medical  antihypertensive  therapy  as 
necessary. 

Materials  and  Methods 

The  posttransplant  course  of  52  patients  that  received 
cadaveric  renal  transplants  with  survival  of  more  than 
18  months  were  included  in  this  study.  These  patients 
were  selected  from  136  patients  who  underwent  renal 
transplantation  between  October,  1979,  and  October, 


From  the  Department  of  Surgery,  Section  of  Transplantation.  Mouni 
Carmel  Mercy  Hospital.  Detroit,  Michigan 
Drs.  Amiel  and  Sharma  did  this  work  while  rotating  in  our  service  at 
Mount  Carmel  Mercy  Hospital,  Detroit,  Michigan. 

^Department  of  Urology,  Hospital  Pasteur,  Nice,  France. 

^Department  of  Surgery.  Saint  .Joseph  Mercy  Hospital,  Pontiac, 
Michigan. 

^Department  of  Surgery,  .Section  of  Transplantation,  Mount  Carmel 
Mercy  Hospital,  Detroit,  Michigan. 
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1982,  at  Mount  Carmel  Mercy  Hospital,  Detroit, 
Michigan.  The  patients  in  our  study  had  a mean  age  of  39 
years  (range  20-63  years).  There  were  29  Caucasian  and  23 
black  patients,  and  33  males  and  19  females  in  the  study 
group.  The  follow-up  of  these  patients  postoperatively 
was  carried  out  for  up  to  52  months. 

Determination  of  Blood  Pressure  - Pre  and  posttrans- 
plant blood  pressures  at  6 and  18  months  were  retrospec- 
tively determined  from  the  patient’s  medical  records. 
Normal  blood  pressure  was  defined  as  a diastolic  blood 
pressure  of  less  than  90  mm  Hg.  Mild  hypertension  was 
considered  when  the  diastolic  blood  pressure  was 
between  90-120  mm  Hg.  Severe  hypertension  was 
defined  as  a diastolic  blood  pressure  of  over  120  mm  Hg. 

Antihypertensive  Therapy  - In  this  study,  only  phar- 
macologic agents  were  used  for  the  treatment  of 
hypertension.  The  conventional  antihypertensive  drugs 
administered  included  diuretics,  betablockers  and  vaso- 
dilators. Converting  enzyme  inhibitors  (e.g.  captopril) 
were  not  used.  None  of  the  52  patients  studied  had 
bilateral  nephrectomy  of  their  native  kidneys  pre-or 
post-renal  transplantation.  Also,  patients  with  renal 
artery  stenosis,  receiving  renal  transplantation  were 
excluded  from  the  study  group. 

Immunosuppressive  Drug  Regimen  - Immunosuppres- 
sive therapy  for  all  recipients  was  given  according  to  the 
same  established  protocol.  Azathioprine  (5  mg/kg/  day) 
was  administered  on  the  first  day  and  then  maintained  at 
1.0-0.75  mg/kg/day,  depending  on  the  leukocyte  count. 
Prednisolone  was  given  at  1 mg/kg/day  initially  and  then 
rapidly  tapered  in  3 to  4 weeks  to  a maintenance  dose  of 
20-25  mg/day.  Antilymphoblast  globulin  (ALG,  Univer- 
sity of  Minnesota)  was  used  at  an  ideal  dose  up  to  30 
mg/kg/day,  starting  on  the  first  postoperative  day  and 
continued  for  14  days.  The  amount  of  ALG  varied 
depending  on  the  platelet  count.  During  the  first  6 
months  after  transplantation,  a course  of  ALG  was  given 
for  episodes  of  acute  rejection  for  a variable  period. 

Results 

Before  transplantation,  1 3 of  the  52  patients  (25%)  had 
normal  blood  pressure  and  39  (75%)  were  hypertensive. 
Of  the  39  with  pretransplant  hypertension,  24  (46%)  had 
mild  hypertension  and  1 5(29%)  had  .severe  hypertension. 
At  6 months  after  transplantation,  8 (15%)  were 
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normotensive,  27  (52%)  were  mildly  hypertensive  and  1 7 
(33%)  were  severely  hypertensive.  After  18  months  of 
follow-up,  8 (15%)  w'ere  normotensive,  23  (45%)  were 
mildly  hypertensive  and  21  (40%)  were  severely 

hypertensive.  (Table  I). 

TABLE  I 


Evolution  of  Blood  Pressure  Before  and  After  Cadaveric 
Kidney  Transplant 


Normal 

Blood  Pressure 

Mild 

Hypertension 

Severe 

Hypertension 

Before 

Transplant 

13  (25%) 

24  (46%) 

15  (29%) 

6 Months 
Post-transplant 

8 (15%) 

27  (52%) 

17  (33%) 

18  Months 
Post-transplant 

8 (15%) 

23  (45%) 

21  (40%) 

Evolution  of  Blood  Pressure  - The  evolution  of  normal 
and  hypertensive  patients  is  depicted  in  Table  II.  Surpri- 
singly, in  this  study  the  blood  pressure  always  remained 
the  same  for  some  patients,  however,  changes  in  blood 
pressure  were  also  observed  over  time  with  other 
patients.  Thus,  5 of  the  13  patients  who  were  normoten- 
sive preoperatively  remained  normotensive  at  band  18 
months.  Similarly,  in  7 of  the  15  patients  who  were 
severely  hypertensive  and  in  1 1 of  the  24  patients  who 
were  mildly  hypertensive  prior  to  transplantation,  the 
hypertensive  status  remained  unchanged  in  the  postope- 
rative period  for  up  to  18  months.  In  3 patients,  the  blood 
pressure  at  6 months  differed  from  the  blood  pressure 
prior  to  transplantation  and  came  back  to  the  previous 
value  at  18  months.  Finally,  26  (50%)  had  the  same  blood 
pressure  status  prior  to,  and  18  months  after  transplan- 
tation. On  the  other  hand,  17  (33%)  had  deteriorated 
blood  pressure  and  9(17%)  had  improved  blood  pressure 
after  18  months  than  prior  to  transplantation.  In  the 
normotensive  group  before  transplant,  46%  (6/13) 
remained  normotensive  and  54%  (7/13)  became  hyper- 
tensive. In  the  mildly  hypertensive  group,  50%  (12/24) 


remained  mildly  hypertensive,  42%  (10/24)  had  an 
impairment  of  their  blood  pressure  and  became  severely 
hypertensive  and  8%  (2/24)  improved  their  blood  pres- 
sure becoming  normotensive.  In  the  severely  hyper- 
tensive group,  47%  (7/15)  remained  severe  and  53% 
(8/15)  improved  their  blood  pressure  at  18  months  and 
became  mildly  hypertensive. 

Influence  of  Recipient,  Donor  and  Immunological  Course 
Data  on  Blood  Pressure  - In  an  attempt  to  define  which 
data  may  influence  the  evolution  of  the  blood  pressure 
after  cadaveric  kidney  transplantation,  two  groups  were 
studied.  Group  A (17  patients)  included  the  patients  in 
whom  the  blood  pressure  was  worse  at  18  months  than 
prior  to  transplantation.  Group  B (9  patients)  included 
the  patients  in  whom  the  blood  pressure  was  better  at  18 
months  than  prior  to  transplantation.  Of  course,  none  of 
the  previously  normotensive  patients  were  in  Group  B 
and  none  of  the  previously  severely  hypetensive  patients 
were  in  Group  A.  Statistical  analysis  of  the  various 
factors  was  performed  using  Chi-square  analysis.  The 
results  of  the  two  groups  are  summarized  in  Table  III. 

Recipient  Data  - Sex  and  mean  age  were  not  signifi- 
cantly different  in  Group  A and  Group  B.  There  were  a 
few  more  black  patients  in  Group  A than  in  Group  B, 
although  this  difference  was  not  significant  statistically 
(p>.05).  The  patients  in  Group  A were  dialyzed  longer 
prior  to  transplantation  than  those  in  Group  B (p<.05). 
Glomerulonephritis  and  pyelonephritis  were  the  most 
common  original  diseases  in  Group  A,  while  insulin 
dependent  diabetes  was  predominant  in  Group  B 
(Table  IV). 

Donor  Data  - The  mean  age  was  the  same  for  both 
groups  and  there  is  also  nearly  the  same  proportion  of 
donors  older  than  recipients.  In  Group  B,  there  is  a 
predominance  of  male  donors  and  the  correlation 
between  donor’s  and  recipient’s  sex  was  higher  than  in 
Group  A.  The  rate  of  end-to-side  artery  anastomosis  and 
the  time  of  perfusion  was  the  same  for  both  groups.  (All 
but  one  kidney  in  Group  A was  preserved  by  hypother- 
mic pulsatile  perfusion  in  plasmanate  solution). 

Immunological  Course  Data  - The  mean  daily  dose  of 
imuran  at  6 months  was  the  same  for  both  groups,  but 


TABLE  II 

Evolution  of  Blood  Pressure  Before  and  After  Cadaveric  Kidney  Transplant  (N=52) 


Blood  Pressure 
Pre-transplant 


Blood  Pressure 
6 Months 
Post-transplant 


Blood  Pressure 
18  Months 
Post-transplant 


NHTN 

13 


NHTN  MHTN  NHTN  MHTN  SHTN 

5 113  3 


MHTN 

24 


NHTN  MHTN  SHTN 

2 15  7 


NHTN  MHTN  MHTN  SHTN  NHTN  SHTN 
1 1 11  4 1 6 


SHTN 

15 


MHTN  SHTN 

5 10 


MHTN  SHTN  MHTN  SHTN 
4 13  7 


NHTN  = Normotensive 
MHTN  = Mild  Hypertension 
SHTN  = Severe  Hypertension 
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TABLE  III 


Recipient,  Donor  and  Immunological  Course  in  Patients  with 
Deteriorated  (Group  A)  or  Improved  (Group  B)  Blood  Pressure  at 
18  Months  as  Compared  with  Pretransplantation  Levels 


Recipient 

Group  A 
N=17 

Group  B 
N=9 

Mean  age  (years) 

38 

42 

Race:  Black 

47% 

33% 

Sex:  Male 

65% 

67% 

Dialysis  time  (months) 

33 

23 

Primary  disease: 

Glomerulonephritis 

30% 

1% 

Pyelonephritis 

35% 

0% 

Insulin-dependent  diabetes 

6% 

44% 

Donor 

Mean  age  (years) 

27 

29 

Donor  older  than  recipient 

18% 

11% 

Sex:  Male 

65% 

89% 

Same  sex  in  donor  and  recipient 

41% 

56% 

End-to-side  arterial  anastomosis 

86% 

88% 

Preservation  perfusion  time  (hours) 

26 

22 

Immunological  Course 

Mean  daily  azathioprine  (mg/day) 

51.47 

54.16 

Mean  daily  prednisolone  (mg/day) 

20.58 

17.47 

No  rejection  episode  first  6 months 

29% 

56% 

Chronic  rejection  at  18  months 

53% 

55% 

TABLE  IV 

Relationship  Between  Original  Disease  and  Evolution 
of  Blood  Pressure 


Insulin-Dependent  Diabetes 

(N=14) 

Pre- transplant 

MHTN 

SHTN 

8 ^ 

6 

^ 1 ^ 

6 Months 

NHTN 

MHTN 

SHTN 

MHTN 

SHTN 

Post-transplant 

1 

/ 

6 

1 

1 

\ 

1 

1 

5 

^ \ 

18  Months 

NHTN 

MHTN 

SHTN 

MHTN 

MHTN  SHTN 

Post-transplant 

1 

6 

1 

1 

3 3 

Pyelonephritis  (N=8) 

Pre-transplant 

NHTN 

MHTN  SHTN 

^ 5 ^ 

2 1 

6 Months 

NHTN 

'' 

MHTN 

SHTN  SHTN 

Post-transpl  ant 

2 , 

3 

1 

2 1 

[ 1 

18  Months 

NHTN 

1 

MHTN 

SHTN 

MHTN 

SHTN  SHTN 

Post-Transplant 

1 

3 

1 

3 

2 1 

Glomerulonephritis 

(N=10) 

Pre-transplant 

NHTN 

MHTN 

SHTN 

4 

5 

1 

\ 

^ ^ 

1 

6 Months 

NHTN 

MHTN 

NHTN 

MHTN  SHTN 

SHTN 

Post-transplant 

2 

2 

1 

2 2 

1 

18  Months 

/ 

\ 

1 

1 

1 1 

1 

Post-transplant 

NHTN 

SHTN 

SHTN 

NHTN 

SHTN  SHTN 

SHTN 

1 

1 

2 

1 

2 2 

1 

Primary  Hypertension  (N=13) 

Pre- transplant 

MHTN 

SHTN 

7 

6 

6 Months 

MHTN 

SHTN 

MHTN 

SHTN 

Post-transplant 

5 

1 

2 

1 

3 

1 

3 

j 

18  Months 

MHTN 

SHTN 

MHTN 

SHTN 

Post-transplant 

5 

2 

3 

3 

NHTN  = Normotensive 
MHTN  = Mil(j  Hypertension 
SHTN  = Severe  Hypertension 


was  slightly  lower  for  prednisolone  in  Group  B.  The 
number  of  patients  with  no  rejection  episodes  during  the 
first  6 months  after  transplantation  were  twice  as  high  in 
Group  B (56%)  as  compared  to  Group  A (29%)(p  <.05). 
The  rate  of  chronic  rejection,  defined  as  sustained  serum 
creatinine  levels  greater  than  2.5  mg/dl,  was  the  same  in 
both  groups  at  19  months. 

Discussion 

A series  of  well  documented  studies  indicate  the 
prevalence  of  systemic  hypertension  among  the  patients 
of  successful  renal  allotransplantation,  ranging  from 
36%  to  86%  at  one  year  and  later. In  fact,  Bachy  et  al,^ 
showed  in  a long  term  study,  that  the  proportion  of 
patients  developing  hypertension  increases  during  the 
first  3 months  afterthe  transplant  and  then  plateaus,  with 
60%  of  the  patients  remaining  hypertensive  between  3 
months  and  5 years  after  transplant.  Such  an  evolution  of 
the  hypertension  in  these  patients,  which  may  or  may  not 
be  amenable  to  surgical  corection  , consists  of  several 
causes  (Table  IV)  that  have  received  considerable 
attention  in  the  medical  literature  in  the  past  decade. 

In  our  retrospective  study  of  52  patients,  with  18 
months  of  postoperative  follow-up,  the  blood  pressure  of 
17  patients  had  worsened,  while  in  only  9 patients,  the 
blood  pressure  improved  to  its  preoperative  stage.  The 
analysis  of  the  demographic  data  showed  that  the  age, 
sex,  and  race  were  not  involved  in  the  natural  evolution  of 
the  blood  pressure  after  the  renal  transplantation. 

The  group  of  9 patients  with  significant  improvement 
in  blood  pressure  postoperatively  also  showed  a signifi- 
cant incidence  of  insulin  dependent  diabetes  mellitus 
preoperatively,  needed  less  dialysis  time  overall,  and 
consisted  of  more  donor  males,  as  well  as,  a lower 
requirement  of  the  amount  of  prednisolone  postopera- 
tively due  to  a significantly  low  incidence  of  rejection 
episodes.  On  the  other  hand,  those  patients  (N=l 7)  who 
had  worsening  blood  pressure,  leaning  towards  severe 
hypertension  postoperatively  at  18  months,  displayed 
significant  incidence  of  original  glomerulonephritis, 
pyelonephritis,  and  they  needed  more  dialysis  time, 
higher  does  of  prednisone,  along  with  a higher  incidence 
of  chronic  rejection  episodes  within  the  first  6 months  of 
surgery. 

This  study  reveals  several  factors  concerned  with  the 
evolution  of  postoperative  hypertension,  as  discussed 
below. 

Importance  of  Native  Renal  Disease  - Incidence  of  end 
stage  renal  disease  like  pyelonephritis,  glomerulone- 
phritis was  found  to  be  significant  in  this  study  in  the 
group  showing  a worsening  of  blood  pressure  postopera- 
tively (Table  V).  A number  of  studies  document  the 
beneficial  role  of  bilateral  and  unilateral  nephrectomies 
among  the  patients  developing  postoperative  hyperten- 
sion.^ Several  mechanisms  suggested  are  the  renin- 
angiotensin-aldosterone  mechanism,  or  a possible 
release  of  some  still  unidentified  pressor  substance. 

Role  of  Transplant  Renal  Artery  Stenosis  (TRAS)  and 
Renin  - Although  TRAS  patients  were  excluded  from  our 
study,  TRAS  is  still  an  important  factor  in  5-10%  of 
patients  developing  postoperative  hypertension,  with  the 
beneficial  role  of  surgical  correction  in  such  patients. 
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TABI^E  V 


Causes  of  Post-Transplantation  (iypertension 

A.  Associated  With  Post-Transplant  Drugs 

1.  Corticosteroids 

2.  Cyclosporine 

B.  Intrinsic  Parenchymal  Disease  of  Allograft 

1.  Acute  rejection 

2.  Chronic  rejection 

3.  Recurrent  glomerulonephritis  (especially  focal  type) 

C.  Chronic  Renal  Failure  Initiated  Problems 

1.  Hypercalcemia  due  to  secondary  hyperparathyroidism 

2.  Generalized  atherosclerosis 

D.  Questionable  Associations 

1.  History  of  essential  hypertension  in  the  donor’s  family 

2.  Essential  hypertension  as  the  cause  of  renal  failure 

E.  Causes  In  Which  Surgical  Intervention  Should  Be  Considered* 

1.  Native  kidney  etiology 

2.  Transplant  renal  artery  stenosis 

*Assuming  allograft  does  not  also  have  intrinsic  disease 

However,  the  more  presence  of  renal  artery  stenosis  does 
not  establish  that  this  is  the  sole  cause  of  postoperative 
hypertension. 

Role  of  CoriicosteToid  - A higher  dose  of  prednisolone 
was  invariably  used  in  the  group  of  patients  (N  = 17) 
showing  worsening  blood  pressure  postoperatively  in 
our  study.  Although  steroids  are  universally  used  in  the 
postoperative  period  of  transplantation  routinely,  they 
cannot  be  entirely  responsible  for  such  a severe  form  of 
hypertension.  The  various  hypothetical  mechanisms  may 
be  related  to  the  effects  on  renin  substrates  and/or  an 
increased  vascular  reactivity  to  the  substances  such  as 
norepinephrine  or  sodium  retention.  Medical  literature 
shows  a debatable  role  of  corticosteroids  in  the  evolution 
of  hypertension  among  the  renal  transplantation  patients. 

Role  of  Cyclosporine  - Cyclosporine,  a new  immuno- 
suppressant, has  been  reported  to  cause  hypertension, 
not  only  in  renal,  but  in  heart  transplant  patients,  as  well 
as  other  patients  without  any  known  renal  disease. 
Possible  suppression  of  renin-angiotensin  system  has 
been  suggested  by  Bantle,  et  al.^‘‘ 

Role  of  Inirinsic  Rdrcnchymal  Disease  of  the  Allograft  - 
This  may  be  an  important  cause  of  severe  hypertension, 
not  correctable  by  surgery  since  both  acute  and  chronic 
rejection  of  the  kidney  produce  a renin  mediated 
hypertension  and  renal  ischemia  via  damage  to  the  small 
blood  vessels.  However,  the  mechanism  of  the  produc- 
tion of  hypertension  is  still  quite  debatable,^’  ^ 
especially  due  to  the  difficulty  in  establishing  the  signi- 
ficance of  renin  levels  due  to  the  presence  of  several 
existing  conditions,  e.g.  acute  tubular  necrosis,  acute 
rejection  leading  to  high  renin  levels.  Present  studies 
emphasize  that  the  incidence  of  acute  rejection  episodes  is 
double  in  patients  developing  worsening  blood  pressure 
at  6 months  after  transplant  (Group  A),  although  the  rate 
of  chronic  rejection  was  found  to  be  similar  in  two 


groups,  A and  B (Table  III).  In  addition,  most  of  the 
idiopathic  form.s  of  glomerulonephritis  associated  with 
systemic  diseases  (e.g.  diabetic  glomerulonephritis,  lupus 
nephritis)  have  been  reported  to  recur  in  the  allograft, 
although  the  focal  sclerosis  usually  produces  severe 
hypertension. 

Role  of  Other  Factors  - Abnormal  calcium  metabo- 
lism, increased  vascular  sensitivity  to  norepinephrine  and 
decreased  renal  production  of  kallikrein  are  also 
incriminated  in  the  post-transplantation  hypertension. 
However,  further  investigation  is  needed  to  elucidate 
their  roles. 

In  conclusion,  the  evolution  of  post-transplantation 
hypertension  has  been  recognized  as  being  multifactorial 
and  very  complex,  with  respect  to  the  causes  and 
mechanisms  involved,  some  of  which  are  more  estab- 
lished than  others. 


Resumen:  Este  estudio  analiza  la  evolución  de  la 

hipertensión  arterial  en  pacientes  con  trasplante  renal. 
Todos  los  pacientes  fueron  evaluados  antes  y después  del 
trasplante  en  cuanto  a la  presencia  de  enfermedad 
hipertensiva  y después  se  siguieron  por  18  meses.  El  sexo, 
edad,  y la  raza  no  estuvieron  directamente  asociados  con  el 
curso  de  la  hipertención  arterial  después  del  trasplante. 
Existió,  sin  embargo,  una  relación  entre  la  enfermedad 
nativa  renal  y los  cambios  en  presión  arterial  después  del 
trasplante.  El  grupo  de  trasplante  de  riñón  con  empeora- 
miento de  la  hipertensión  arterial  tuvo  número  mayor  de 
rechazos,  que  el  grupo  que  demostró  mejoría  de  la  presión 
arterial.  Hasta  que  punto  este  hallazgo  es  un  factor 
negativo,  es  difícil  poder  demostrarlo  definitivamente.  En 
general,  las  causas  y mecanismos  relacionados  con  la 
hipertensión  arterial  después  del  trasplante  fueron  comple- 
jos y multifactoriales. 
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In  November  1973, 

Cliff  Shaw  was  stricken 
with  cancer. 

Fortunately,  it  was 
detected  early  enough. 

And  with  surgery  Cliff 
was  able  to  continue  liv- 
ing a healthy  active  life. 

There  was  a time 
when  such  a diagnosis 
was  virtually  hopeless. 

But  today  cancer  is 
being  beaten.  Over  the 
years,  we’ve  spent 
$500,000,000  in  research. 

And  we’ve  made  great 
strides  against  many 
forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate  for  colon  and 
rectal  cancer  can  be  as  high  as  75%.  Hodgkin’s  disease,  as  high  as  74%. 
Breast  cancer,  as  high  as  90%. 

Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It’s  a whole  new  ball  game. 
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study  in  rats,  clonidine  hydrochloride  produced  no  carcinogenic  effects  at  doses  up  to  300 
times  the  maximum  recommended  human  dose  of  Catapres-TTS*  on  a mg/kg  weight  basis 
Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C Reproduction  studies  performed 
in  rabbits  at  doses  up  to  3 1 times  the  maximum  recommended  daily  human  dose  of 
Catapres-TTS*  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to 
clonidine  hydrochloride  Studies  in  rats  and  mice  revealed  that  doses  of  500  mcg/kg/day 
and  higher  are  embryotoxic  One  rat  study  at  doses  of  15  mcg/kg/day  (0  33  times  the  maxi- 
mum recommended  daily  human  dose)  exhibited  embryotoxicity  There  are  no  adequate 
and  well-controlled  studies  in  pregnant  women  Although  animal  reproduction  studies  are 
not  always  predictive  of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  As  clonidine  is  excreted  in  human  milk,  caution  should  be  exercised 

when  Catapres-TTS*  (clonidine)  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  below  the  age  of  12  have  not  been 

established 


Adverse  Reactions;  Most  systemic  adverse  effects  during  therapy  with  Catapres-TTS® 
(clonidine)  have  been  mild  and  have  tended  to  dimmish  with  continued  therapy  In  a 3- 
month.  multiclinic  trial  of  Catapres-TTS*  in  101  hypertensive  patients,  the  most  frequent 
systemic  reactions  were  dry  mouth  (25  patients)  and  drowsiness  (12  patients) 

Transient  localized  skin  reactions,  primarily  localized  pruritus  occurred  in  51  patients 
Twenty-six  patients  experienced  localized  erythema  This  erythema  and  pruritus  were  more 
common  In  patients  utilizing  an  adhesive  overlay  for  the  entire  7-day  treatment  period 
Allergic  contact  sensitization  to  Catapres-TTS*  was  obsen/ed  in  5 patients 
In  additional  clinical  experience,  contact  dermatitis  was  observed  in  100  of  631  patients 
(about  16  in  100)  treated  tor  a mean  duration  of  24  weeks 

The  following  less  frequent  adverse  experiences  were  also  reported  in  patients  involved  in 
the  multiclinic  trial  with  Catapres-TTS® 

Gastrointestinal:  Constipation  (1  patient),  nausea  (1);  and  change  in  taste  (1) 

Central  Nervous  System:  Fatigue  (6  patients),  headache  (5),  lethargy  (3).  sedation  (3). 
insomnia  (2);  dizziness  (2);  and  nervousness  (1) 

Genitourinary:  Impotence/sexual  dysfunction  (2  patients) 

Dermatological:  Localized  vesiculation  (7  patients),  hyperpigmentation  (5):  edema  (3); 
excoriation  (3),  burning  (3);  papules  (1),  throbbing  (1),  blanching  (1).  and  generalized 
macular  rash  (1), 

In  additional  clinical  experience  involving  3539  patients,  less  common  dermatologic  reac- 
tions have  occurred,  where  a causal  relationship  to  Catapres-TTS®  was  not  established 
maculopapular  skin  rash  (10  cases),  urticaria  (2  cases),  angioedema  involving  the  face  (2 
cases),  one  of  which  also  involved  the  tongue 
Oro-otolaryngeal:  Dry  throat  (2  patients) 

In  long  experience  with  oral  clonidine  hydrochloride,  the  most  common  adverse  reactions 
have  been  dry  mouth  (about  40%),  drowsiness  (about  35%)  and  sedation  (about  8%)  In 
addition,  the  following  adverse  reactions  have  been  reported  less  trequentlv 
Gastrointestinal:  Nausea  and  vomiting,  about  5 in  100  patients,  anorexia  and  malaise,  each 
about  1 in  100.  mild  transient  abnormalities  in  liver  function  tests,  about  1 m 100,  parotitis, 
rarely 

Metabolic:  Weight  gam,  about  1 in  100  patients,  gynecomastia,  about  1 in  1000.  transient 
elevation  of  blood  glucose  or  serum  creatine  phosphokinase.  rarely 
Central  Nervous  System:  Nervousness  and  agitation,  about  3 in  100  patients,  mental 
depression,  about  1 in  100  and  insomnia,  about  5 in  1000  Vivid  dreams  or  nightmares,  other 
behavioral  changes,  restlessness,  anxiety,  visual  and  auditory  hallucinations  and  delirium 
have  been  reported 

Cardiovascular:  Orthostatic  symptoms,  about  3 in  100  patients,  palpitations  and  tachycar- 
dia, and  bradycardia,  each  about  5 in  1000  Raynaud's  phenomenon,  congestive  heart  fail- 
ure. and  electrocardiographic  abnormalities  (i  e conduction  disturbances  and  arrhythmias) 
have  been  reported  rarely 

Dermatological:  Rash,  about  1 in  100  patients,  pruritus,  about  7 in  1000,  hives,  angioneu- 
rotic edema  and  urticaria,  about  5 in  1000,  alopecia,  about  2 in  1000 
Genitourinary:  Decreased  sexual  activity,  impotence  and  loss  of  libido,  about  3 in  100 
patients;  nocturia,  about  1 in  100,  difficulty  in  micturition,  about  2 in  1000,  urinary  retention, 
about  1 in  1000 

Other:  Weakness,  about  10  in  100  patients,  fatigue,  about  4 in  100.  headache,  and  discon- 
tinuation syndrome,  each  about  1 in  100.  muscle  or  pint  pain  about  6 in  1000  and  cramps  of 
the  lower  limbs,  about  3 in  1000  Dryness,  burning  of  the  eyes,  dryness  of  the  nasal  mucosa, 
pallor,  weakly  positive  Coombs'  test,  increased  sensitivity  to  alcohol  and  fever  have  been 
reported 

How  Supplied:  Catapres-TTS*-1  (clonidine).  Calapres-TTS*-2  (clonidine)  or  Catapres- 
TTS*-3  (clonidine)  is  supplied  as  4 pouched  systems  and  4 adhesive  overlays  per  carton 
Catapres-TTS*-1  or  Catapres-TTS*-2  is  supplied  in  a shipper  of  3 cartons 
Consult  package  insert  before  prescribing 
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Abstract:  Herpes  virus  infections,  specifically  Varicella- 

Herpes  zoster  Complex,  pose  particular  problems  to 
immunocompromised  patients.  As  compared  to  the  immu- 
nologically  competent  host,  these  types  of  patients  are  more 
prone  to  development  of  complications,  like  prolonged 
periods  of  post-herpetic  neuralgias,  slow  healing  of 
cutaneous  lesions,  visceral  involvement  and  disseminated 
infections. 

Attempts  for  prevention  have  not  been  very  successful,  as 
vaccines  are  in  an  experimental  phase,  and  prophylaxis  in 
the  form  of  immune  gammaglobulin  and  interferon  has  not 
been  very  impressive.  As  for  treatment,  it  seems  that 
j parenteral  (IV)  vidarabine  or  acyclovir  are  effective,  as 
i they  have  been  demostrated  to  reduce  duration  of  fever, 

I decrease  in  the  number  and  time  of  appearance  of  new 
i lesions,  accelerate  healing  and  reduce  visceral  spread  and 
, complications.  Acyclovir  shows  an  advantage  over  vidara- 
i bine  in  that  it  does  not  have  the  hematologic  toxicity  shown 
with  the  latter. 


Varicella  is  one  of  the  few  common  childhood  dis- 
seases  which  has  not  been  succesfully  controlled  by 
vaccination.  Large  portions  of  the  population,  therefore, 
suffer  from  it  and  run  the  risk  of  developing  latent 
infection  and  Herpes  zoster.  With  the  advent  of  chemo- 
therapy and  cytotoxic  drugs,  and  in  view  of  the  increasing 
number  of  patients  who  are  immunocompromised  or 
immunosupressed,  the  problems  posed  by  this  virus  are 
examined  and  a review  of  management,  prophylaxis  and 
treatment  of  the  disease  is  undertaken. 
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The  Varicella-Zoster  Virus 

As  part  of  the  family  Herpesviridae,  the  Varicella- 
Zoster  virus  shares  many  characteristics  with  the  Herpes 
simplex  virus.  It  is  a DNA-containing  virus  with  a 
icosahedral  capsid  measuring  200nm  in  diameter  and 
convered  by  a lipid  envelope.  Man  is  its  only  natural  host 
and  advance  in  understanding  the  pathogenesis  of  the 
virus  have  thus  been  limited.  It  is  believed  to  be  spread  by 
respiratory  droplets  and  by  directed  contact,  and  like 
Herpes  simplex,  to  establish  latency  in  neural  ganglia. 

Similar  to  the  Herpes  simplex  virus,  the  Varicella- 
Zoster  virus  induces  the  production  of  enzymes,  collec- 
tively known  as  thymidine  kinase,  by  infected  cells.  Other 
polypeptides  and  glycoproteins  specified  by  the  Varicella- 
Zoster  virus  have  also  been  found  in  infected  cells  and 
have  led  to  the  investigation  of  immunogenic  subunits  for 
the  development  of  a vaccine.'  Like  other  Herpes  group 
agents,  Varicella- Zoster  is  believed  to  have  oncogenic 
potential. 


Epidemiology 

Nearly  100%  of  the  urban  population  in  the  United 
States  is  seropositive  for  varicella  by  age  60.  Clinically 
silent  infections  are  rare,  but  serodiagnostic  such  as 
fluorescent-antibody/membrane-antigen  (FAMA)  and 
enzyme  linked  immunoassay  may  be  used  to  determine 
immunity  in  questionable  cases. 

Zoster  infections,  as  opposed  to  varicella  outbreaks, 
occur  sporadically,  suggesting  latency  and  reactivation 
when  host  defense  mechanisms  are  impaired.  The  annual 
incidence  of  zoster  in  persons  between  the  ages  of  1 6 and 
60  who  live  in  the  United  States  ranges  from  3.1  to  5.4  per 
1,000.  This  becomes  two  to  three  times  greater  in  the 
persons  over  60  and  ten  times  greater  in  the  immuno- 
compromised host.^  By  age  85,  it  has  been  calculated  that 
in  a cohort  of  1 ,000,  500  will  have  experienced  one  attack 
and  10  will  have  had  two  attacks  of  Herpes  zoster.'  It  is 
evident,  therefore,  that  the  aging  process  makes  the 
reactivation  of  latent  virus  a more  likely  event. 


í'ahce//a  anil  Herpes  Zoster  Infections... 
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Pathogenesis  and  Clinical  Features 

Varicella  or  chickenpox  is  usually  a self-limited,  well- 
tolerated  childhood  illness  which  subsides  in  five  to  ten 
days  in  the  normal  host.  It  is  believed  to  evolve  from  a 
primary  infection  in  the  nasopharynx  with  viral  replica- 
tion and  viremia.  Its  manifestations  include  a vesi- 
culopapular  rash  which  crusts  and  appears  in  crops, 
malaise  and  low  grade  fever. ^ 

It  is,  however,  the  cause  of  considerable  morbidity  and 
mortality  in  neonates,  adults  and  the  immunocompro- 
mised person.  In  immunosuppressed  patients,  dissemi- 
nated varicella  infections  occur  more  readily.  Prolonged 
fever  and  recurrent  crops  of  cutaneous  lesions  are 
indicative  of  visceral  involvement.  Complications  such  as 
pneumonitis,  encephalitis  and  hepatitis  increase  mortality.'* 

Zoster  or  shingles  is  a less  frequent  occurrence,  but  it  is 
an  acutely  painful  infectious  process.  Elderly  immuno- 
competent persons  are  more  likely  to  experience 
headaches,  myalgias  and  arthralgias  as  well  as  prolonged 
post-herpetic  neuralgia.  In  the  normal  host,  fever, 
regional  adenopathy  and  pain  along  dermatomes 
delinated  by  a crusting  maculopapular  rash,  are  the 
common  presentation.  Dissemination  of  Herpes  zoster 
occurs  in  less  than  2%  of  the  normal  population,"  but  the 
probability  of  visceral  involvement  increases  in  the 
immunocompromised  patient.  As  expected,  morbidity 
and  mortality  also  increase  in  these  patients. 

Host  Defense  Mechanisms 

Both  humoral  and  cellular  responses  have  been 
observed  in  acute  convalescent  phases  of  varicella  and 
zoster  infections.'  Of  primary  importance  is  the  T-cell 
lymphocyte  population  and  its  role  in  the  containment  of 
the  disease,  especially  the  viremia.  As  in  other  herpes 
virus  infections,  the  T helper  to  suppressor  ratio  is 
reversed  when  there  is  active  clinical  infection.  Using  the 
lymphocyte-transformation  assay  or  skin-test  reactivity, 
it  has  been  shown  that  beyond  the  fourth  decade,  cellular 
responses  are  reduced  to  low  or  undetectable  levels.'  This 
could  serve  as  an  explanation  for  the  inverse  relationship 
between  age  and  the  incidence  of  zoster. 

Antibodies,  in  contrast,  remain  detectable  through  life 
and  are  thought  to  play  a minor  role  in  the  containment 
of  disease.  Experience  has  shown  that  administration  of 
zoster  immune  globulin  to  exposed  persons  modifies,  but 
does  not  prevent  infection.  Antibodies  may  in  fact  play 
an  important  role  in  the  expression  of  clinically  severe 
infections  by  a mechanism  of  tissue  damage  from 
antibody  antigen  complex  deposition. 

Persons  with  impaired  cellular  responses  are  therefore 
more  susceptible  to  severe  infections,  dissemiation  with 
visceral  involvement,  and  recrudescence. 

High  Risk  Patients 

High  risk  patients  include  infants  with  immature 
systems,  patients  with  hematologic  and  reticuloendo- 
thelial cancers  such  as  Hodgkin’s  lymphoma  and 
lymphocytic  leukemia,  bone  marrow  or  organ  transplant 
recipients,  and  patients  receiving  high-dose  corticosteroid 
therapy." 


Aging  is  another  factor  which  increases  the  risk  of 
morbidity  and  mortality  from  Varicella-Zoster  infections 
as  is  evidenced  by  the  more  malignant  clinical  entity 
which  is  experienced  by  adults  as  opposed  to  children. 
Immunosuppressed  patients  of  advanced  age  have  a 
compound  risk. 

Prevention 

Attempts  at  preventing  varicella  or  Herpes  zoster 
have  been  largerly  unsuccessful.  A live  attenuated-virus 
vaccine  has  been  developed  and  remains  experimental  in 
the  United  States.  Preliminary  trials  are  promising  since 
they  have  shown  that  the  vaccine  is  immunogenic  and 
safe  with  relatively  few  side  effects." 

In  the  hospital  setting,  an  outbreak  of  Varicella- Zoster 
poses  a serious  problem.  Despite  the  low  infectivity  of  the 
virus,  the  spread  is  rapid  and  measures  must  be  taken  to 
protect  hospitalized  patients  at  risk.  The  following 
measures  are  suggested:^ 

1.  Isolation  of  the  infected  patient. 

2.  Prompt  discharge  of  susceptible  patients  with 
follow-up. 

3.  Adjustment  of  therapeutic  regimes  (e.g.,  by  tempo- 
rarily changing  medications  to  less  immunosuppres- 
sive doses). 

4.  Enforce  the  absence  of  non-immune  (FAMA- 
negative)  support  staff  and  personnel. 

Prophylaxis  and  Treatment:  Varicella 

The  administration  of  immune  globulin  and  interferon 
has  been  suggested  for  the  treatment  of  high  risk  persons 
exposed  to  varicella.  The  availability  of  immune  globulin 
and  interferon  has  made  the  use  of  these  substance  more 
feasible. 

With  immune  globulin,  Zaia  has  found  that  the  mean 
severity  of  varicella  infection  in  immunosuppressed 
children  has  decreased,  although  occasionally,  progres- 
sive and  fatal  varicella  can  develop.^ 

The  use  of  interferon  has  also  been  tried  for  the 
treatment  of  high  risk  patients  with  active  infections. 
Interferon  acts  indirectly  to  induce  antiviral  enzymes  and 
to  modulate  host  immune  responses.  In  vitro,  it  has  been 
shown  to  enhance  target-specific  cytotoxic  T-Cell 
response  to  antigens,  to  increase  natural  killer  cell 
activity,  and  to  enhance  the  phagocytic  activity  of 
mononuclear  cells.  Merigan  et  al;  demonstrated  that 
alpha  inteferon  affected  the  course  of  Varicella- Zoster 
infections  in  cancer  patients  by  reducing  visceral 
complications,  decreasing  the  number  of  vesicles,  and 
reducing  pain  and  post-herpetic  neuralgia.*  Adverse 
effects  are  significant  and  include  fever,  local  pain, 
anorexia,  fatigue,  confusion,  malaise  and  alopecia. 
Hematologic  toxicity  is  observed,  but  it  is  dose- 
dependent  and  reversible. 

Recent  successes  with  vidarabine  and  acyclovir,  two 
purine  nucleoside  analogues,  have  made  these  agents  the 
forerunners  in  therapy.  Both  are  antiviral  drugs  which 
are  acted  upon  by  virus-specified  enzymes  and  serve  as 
competitive  inhibitors  of  viral  DNA  polymerase. 
Vidarabine  is  also  thought  to  produce  chain  termination 
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by  its  incorporation  into  viral  DNA.  It  has  been  use  for 
the  treatment  of  varicella  in  immunosuppressed  patients 
with  a demonstrated  reduction  in  the  time  of  appearance 
of  new  lessions,  a decrease  mean  daily  lesion  count,  and  a 
decrease  mean  duration  of  fever.  Complications  of 
visceral  dissemination  were  reduced  from  55%  to  5%  as 
compared  to  placebo  in  one  study.’ 

Limitations  in  the  use  of  the  drug  include  its 
insolubility  which  necessitates  administration  of  large 
volume  loads.  Adverse  effects  include  gastrointestinal 
(nausea,  vomiting,  diahrrea)  and  neurologic  (tremors, 
ataxia,  paresthesias)  manifestations  as  well  as  hemato- 
toxicity.  Doses  should  be  reduced  in  patients  with  renal 
insufficiency  and  the  drug  has  been  found  to  have 
mutagenic,  teratogenic  and  carcinogenic  potential. 

Acyclovir  with  a high  degree  of  specificity  to  Herpes 
simplex  and  Varicella-Zoster  viruses,  and  limited 
toxicity,  holds  promise  in  the  treatment  of  herpesvirus 
infections.  Acyclovir  acts  as  a substrate  to  viral 
thymidine  kinase,  with  much  more  affinity  to  this 
enzymes  than  to  cellular  enzymes,  thus  making  it 
relatively  more  selective  and  virotoxic.  It  has  been  tested 
for  the  treatment  of  varicella  infections  in  immunosup- 
pressed children  and  has  proven  to  be  beneficial  in 
preventing  pneumonitis.  It  was  not,  however,  more 
effective  in  reducing  time  to  healing,  in  attaining  culture 
negativity  or  in  reducing  days  of  fever.’ 

Toxicity  is  minimal,  with  local  irritation  if  extra- 
vasation occurs  and  reversible  creatinine  elevations.® 
Resistance  to  acyclovir  by  Herpes  simplex  virus  has  been 
observed’  and  must  be  kept  in  mind  as  a potential 
problem  in  the  therapy  of  viral  infections. 

Vidarabine  and  acyclovir  have  not  been  compared 
directly  in  the  therapy  of  immunocompromised  varicella 
patients  or  against  oral  antiviral  drugs.  At  present,  it  is 
recommended  that  immunocompromised  patients  with 
varicella  be  hospitalized  and  treated  intravenously  with 
either  vidarabine  or  acyclovir.’ 

Prophylaxis  and  Treatment:  Herpes  zoster 

Efforts  have  been  directed  toward  effective  treatment 
of  zoster  in  both  the  elderly  immunocompetent  patient 
and  in  the  immunosuppressed.  Herpes  zoster  is  associated 
with  morbidity  in  the  form  of  pain  at  the  site  of  cutaneous 
involvement  and,  in  elderly  patients,  with  prolonged 
post-herpetic  neuralgias.  It  is  therefore  not  suprising 
that,  before  the  advent  of  specific  antiviral  therapy, 
attempts  were  made  to  alleviate  these  symptoms. 
Corticosteroid  injections  have  been  given  to  elderly 
patients  at  the  onset  of  infection  and  considered 
beneficial.^ 

Administration  of  zoster  immune  globulin  has  not 
decreased  the  frequency  of  dissemination  nor  affected  the 
clinical  course  of  zoster  in  immunosuppressed  patients, 
and  is  therefore  not  recommended  for  the  management  of 
zoster.  It  does  have  a role  in  the  modification  and 
treatment  of  a primary  attack  of  varicella,  as  previously 
noted. 

Studies  involving  the  use  of  acyclovir  in  immuno- 
competent patients  have  shown  a decreased  in  duration 
of  pain  as  well  as  accelerated  healing.  I'hese  effects  were 


I 01.  7H  \úm.  4 

most  beneficial  for  patients  over  67  years  of  age.’  These 
studies,  however,  did  not  show  any  effect  on  the 
occurence  of  post-herpetic  neuralgia. 

Limitations  in  the  use  of  acyclovir  in  immuno- 
competent patients  include  the  need  for  hospitalization, 
as  well  as  its  inconvenience  and  expense.  Oral  and 
intramuscular  administration  of  this  and  other  antiviral 
agents  are  being  tested  for  applicability  to  this  patient 
population. 

In  the  immunocompromised  host.  Herpes  zoster 
infections  are  cause  for  conern.  Studies  with  vidarabine 
instituted  early  in  the  course  of  infection  have  shown  that 
the  drug  accelerates  cutaneous  healing  and  reduces 
systemic  spread  and  its  complications.  Patients  with 
lymphoproliferative  diseases  as  well  as  older  persons 
benefited  most  from  therapy.  Post-herpetic  neuralgia  was 
present  in  both  placebo  and  vidarabine  recipients,  but 
there  was  a significant  decrease  in  duration  in  vidarabine- 
treated  patients.'® 

Acyclovir  has  also  been  utilized  in  immunocompro- 
mised patients  with  zoster.  Serota  el  al.  have  described 
clinical  cases  of  bone  marrow  transplant  patients  who 
developed  Herpes  zoster  and  who  were  treated  with 
acyclovir.  In  his  limited  experience,  Serrota  found  a 
decrease  in  the  development  of  new  lesions,  a reduction  in 
the  frequency  of  visceral  involvement,  and  an  accelera- 
tion in  healing."  Acyclovir,  as  opposed  to  vidarabine, 
has  no  hematologic  toxicity  and  is  thus  suited  for  this 
type  of  patient.  In  another  study,  the  above  findings  have 
been  corroborated.’ 

Interferon  has  been  tested  in  the  treatment  of  Herpes 
zoster  infections  and  benefits  similar  to  those  of 
vidarabine  and  acyclovir  have  been  seen.’  At  prevent, 
vidarabine  is  the  only  antiviral  agent  which  has  been 
approved  by  the  FDA  for  the  treatment  of  Herpes  zoster 
infections,  and  comparison  studies  of  these  three  drugs 
still  need  to  be  conducted.  It  is  therefore  recommended 
that  intravenous  vidarabine  or  acyclovir  be  used  in  the 
treatment  of  Herpes  zoster  infections  in  the  immuno- 
compromised patient. 

It  should  be  noted  that  oral  preparations  of  acyclovir 
and  other  antiviral  substances  such  as  transfer  factor  and 
bromovinyldeoxyuridine  are  currently  being  tested  for 
their  efficacy  and  applicability  in  Varicella-Zoster 
infections. 

Conclusion 

Guidelines  for  the  management  of  Varicella-Zoster 
infection  are  shown  below:" 

Varicella,  High  Risk  Patients 

Prophylaxis 

Recommended  - Varicella-Zoster  immune  globulin 
(IM)  vial/lOkg 

Investigational  - Varicella-Zoster  vaccine.  Transfer 
factor 

Treatment 

Recommended  - Vidarabine  (IV)  10  mg/kg/d  for  5 day  or 
Acyclovir  ( IV)  750  mg/nVd  for  7 days  or 
Acyclovir  (IV)  15  mg/kg/d  for  7 days 
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Investigational  - Interferon,  Oral  Acyclovir,  Bromovi- 
nyldeoxyuridine 

Immunocompetent  patients 
Investigational  - Acyclovir  (oral  or  IV),  Interferon 

Immunocompromised  patients 

Recommended  - Vidarabine  (IV)  lOmgAg/dfor  5daysor 
Acyclovir  (IV)  750  mg/mVd  for  7 days  or 
Acyclovir  (IV)  15  mg/kg/d  for  7 days 

Investigational  - Interferon 

Important  advances  have  been  made  in  the  treatment 
of  herpes  virus  infections  in  recent  years.  New  develop- 
ment are  expected,  especially  in  the  use  of  oral  drugs  for 
ambulatory  patients,  and  in  the  manufacture  of  vaccine 
and  antiviral  agents  which  will  prevent  the  establishment 
of  latency  and  will  cure  recurrent  infections. 

Resumen:  Las  infecciones  por  el  virus  de  Herpes,  espe- 

cíficamente Varicella-Herpes  zoster,  presentan  problemas 
particulares  a los  pacientes  inmunocomprometidos.  Cuando 
se  comparan  con  los  inmunológicamente  competentes, 
estos  tipos  de  pacientes  son  más  propensos  al  desarrollo  de 
complicaciones,  como  lo  son  el  aumento  en  duración  de  las 
neuralgias,  cicatrización  lenta  de  las  lesiones  cutáneas, 
envolvimiento  visceral  e infecciones  diseminadas.  Los 
intentos  para  la  prevención  están  todavía  en  fase 
experimental  y las  vacunas  no  se  han  desarrollado  bien;  la 
profilaxis  con  inmunoglobulinas  e interferón  no  ha  sido 
impresionante.  En  cuanto  al  tratamiento,  parece  ser  que  el 
tratamiento  por  vía  parenteral  (IV)  con  vidarabína  o 
acyclovir  es  efectivo,  ya  que  reduce  la  duración  de  la  fiebre, 
disminuye  el  número  y aparición  de  nuevas  lesiones, 
promueve  la  cicatrización  y disminuye  el  compromiso 
visceral  y las  complicaciones  en  general. 
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Summary:  Although  Nocardia  asteroides  can  be 

considered  a primary  pathogen  in  many  cases,  its  role  as  an 
opportunistic  pathogen  has  to  be  considered  whenever  an 
immunosuppressed  patient  develops  a cavitary  lung 
disease.  There  is  strong  evidence  that  debilitated  patients 
natural  defenses  against  nocardial  infections  are  affected 
more  adversely  by  corticosteroids  or  anti-neoplastic 
therapy  than  by  the  underlying  diseases  for  which  these 
agents  are  given.  This  effect  of  corticosteroids  made  many 
investigators  believe  that  the  altered  functions  of  neutrophils 
or  monocytes  could  be  responsible  for  the  increased 
susceptibility  or  immunosuppressed  patients  to  nocardial 
infections.  Thus,  it  is  important  to  suspect  the  disease  and 
remember  its  multiple  clinical  presentations;  that  is,  as  a 
pneumonic  process,  brain  abscess,  septic  arthritis,  sub- 
cutaneous abscess,  peritonitis,  adenitis  and  others. 

\Tocardia  asteroides  was  first  reported  in  1888  as  the 
J.  V cause  of  a suppurative  disease  of  cattle,  and  by  1 890, 
human  disease  due  to  this  organism  was  described. 

Nocardia  are  aerobic,  gram-positive,  filamentous 
bacterias  that  fragment  into  bacillary  forms  and  are 
frequently  acid-fast.  The  organisms  are  native  to  soil  and 
decaying  vegetable  matter  and  are  worldwide  in  distribu- 
tion.' Although  infections  with  this  organism  appear  to 
be  acquired  from  sites  in  nature,  never  from  infected 
persons  or  animals,  there  are  some  reports  in  literature 
suggesting  man  to  man  mode  of  transmission.^ 

In  the  compromised  host,  almost  all  nocardial 
infections  usually  originate  in  the  lung  and  thereafter 
may  be  hematogenously  disseminated.  The  lungs  are 
clinically  affected  in  approximately  75%  of  patients  with 
nocardiosis,  and  in  about  33%,  the  lung  is  the  only  organ 
involved.’  Nocardial  infections  have  been  demonstrated 
in  persons  who  did  not  have  any  other  concurrent  debili- 
tating disease;''  but  the  majority  of  the  patients  had 
serious  underlying  diseases  such  as  adrenal  corticosteroid 
therapy,  leukemias,  lymphomas,  primary  diseases  of  the 
lung  such  as  pulmonary  alveolar  proteinosis,  tuberculosis, 
silicosis  and  transplant  patients  who  are  immunosup- 
pressed. 


From  the  Infectious  Disease  Program  and  Departments  of  Research  and 
Medicine,  VA  Medical  Center  and  Universit  y of  Puerto  Ru  n School  of 
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Ronda,  M.D.,  VA  Medical  Center,  Infectious  Disease  Reseach  (151). 
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In  the  United  States,  83%  of  nocardia  sp.  infections 
observed  from  1972-1974  were  due  to  N.  asteroides,  9%  to 
N.  hrasiliensis,  and  3%  to  N.  caviae:  the  other  7%  were 
identified  only  as  nocardia  sp.’  Nocardia  asteroids  is  the 
organism  most  frequently  responsible  for  lung  disease, 
while  N.  hrasiliensis  has  been  mostly  associated  to 
mycetomas  of  skin.  N.  caviae  is  the  organism  less  often 
associated  to  either  condition  described  above.  Neverthe- 
less, recent  studies  for  which  precise  disgnostic  methods 
have  been  utilized  demonstrated  that  N.  asteroides  can 
cause  actinomycotic  mycetoma  and  that  N.  hrasiliensis 
and  N.  caviae  can  cause  pulmonary  and  systemic 
nocardiosis.* 

Clinical  Manifestations 

Among  those  patients  with  nocardia  pulmonary 
involvement,  symptomatology  varies  widely.  In  some 
patients,  there  may  be  no  symptoms  and  infection  may  be 
suspected  only  by  chest  radiograph  or  may  be  diagnosed 
at  autopsy.  In  others,  necrotizing  bronchopneumonia, 
lobar  pneumonia,  lung  abscess  or  pleural  effusion  may 
occur.'  Nocardial  infection  of  the  lung  may  heal 
spontaneously  in  the  early  phases,  thus  obscuring  the 
primary  site.  Often,  however,  acute  infection  is  followed 
by  chronic  disease,  with  formation  of  cavities,  abscesses 
or  empyema. 

In  disseminated  nocardiosis,  common  sites  of  involve- 
ment include  CNS  (brain,  meninges  and  spinal  cord)  and 
subcutaneous  tissues. 

Central  nervous  system  infection  commonly  involves 
brain  rather  than  meninges,  the  characteristic  lesion 
being  a non-encapsulated  abscess;  in  such  cases,  nocardia 
organisms  are  almost  never  found  in  the  spinal  cord. 

Involvement  of  the  skin  and  subcutaneous  tissue  is 
often  characterized  by  the  formation  of  draining  sinuses 
with  or  without  osteomyelitis  of  adjacent  bone. 

In  metastatic  disease,  any  organ  may  be  involved  and 
included  are  kidney,  adrenals,  eye,  liver,  lymph  node, 
pericardium,  and  myocardium. 

Kenal  Iransplants 

In  the  last  years  much  information  has  been  gathered 
about  nocardial  infections  in  immunosupressed  trans- 
plant patients  sustaining  its  action  as  an  opportunistic 
agent.’- 

In  1979,  an  outbreak  of  N.  asteroides  occurred  in  the 
Renal  Transplant  Unit  of  St.  Paul’s  Hospital  in  London, 
providing  a strong  argument  for  contagion  and  suggest- 
ing patient  to  patient  transmission.’-  Seven  patients 
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were  proved  to  have  nocardia  in  an  interval  of  nine 
months.  Six  patients  were  transplant  patients  and  the 
standard  immunosuppressive  therapy  included  azathio- 
prine  and  prednisolone  phosphate.**  The  index  case  in  this 
study  had  N.  asteroides  isolated  from  urine,  which  raises 
the  possibility  of  contagious  spread.^ 

Environmental  samples  taken  in  the  Renal  Transplant 
Unit  yielded  N.  asteroides  from  air  ducts,  suggesting  an 
airborne  route  of  spread;  nevertheless,  spread  by 
contaminated  objects,  hands  or  foods  cannot  be 
excluded.** 

Approximately  70%  of  renal  transplant  patients  will 
develop  some  serious  infections,  and  an  infection  will  be 
the  ultimately  cause  of  death  in  60%  of  these  patients. 
Although  bacterias  are  the  predominant  pathogens, 
fungi  are  the  cause  of  10-20%  of  these  infections. 
Staphylococcal  abscess,  aspiration  pneumonias,  legio- 
nellosis, actinomyces,  nocardia,  cryptococcus,  aspergillus 
and  mucor  are  common  pathogens  causing  rapidly 
cavitating  pulmonary  diseases  in  the  immunocompro- 
mised patient. 

Apparently,  nocardia  detection  agent  is  rising,  but  this 
could  be  the  result  of  better  screening  for  its  diagnosis  in 
late  years. 

Extrapulmonary  Infections 

Dissemination  has  been  found  in  nearly  every  organ. 
Palmer  et  al  found  45%  of  all  patients  with  nocardiosis  to 
have  dissemination  documented,  but  only  23%  of  all 
cases  to  have  involvement  of  CNS.^ 

Nocardial  brain  involvement  has  also  been  described 
in  compromised  hosts. ^ Survival  rate  may  approach  75%; 
when  there  is  confirmed  infection  of  the  lungs  and 
appropriate  antibiotic  therapy  isestablished, on  theother 
hand,  mortality  rate  rises  to  15%  when  cerebral  involve- 
ment is  present,  thus,  the  importance  of  suspecting  it  and 
rapid  brain  abscess  drainage. 

Infectious  arthritis  is  an  uncommon  complication  in 
recipients  of  renal  transplants  and  even  in  this  rare  event, 
Nocardia  asteroides  has  been  isolated  from  the  involved 
articulation.”*  In  the  patient  described  above,  the  chest 
roentgenogram  and  the  CAT  scan  were  negative. 

Nocardia  has  also  been  isolated  from  the  peritoneum  after 
post-peritoneal  dialysis  peritonitis."  This  pathogen  has 
been  isolated  from  heart  transplant  patients  and 
literature  in  this  subject  has  appeared  since  the  1970’s.‘^ 

A revision  of  records  of  heart  transplant  patients  at 
Stanford,  revealed  seven  patients  who  developed 
nocardial  infection  from  2 to  9 1/2  months  after  heart 
transplantation.  All  these  patients  were  treated  with 
prednisone  and  azathioprine,  but  none  were  leukopenic. 
Radiological  findings  were  compatible  with  pulmonary 
nocardiosis  in  six  patients  diagnosed  pre-mortem.  The 
other  patient  whose  lesion  was  diagnosed  at  post-mortem 
examination  had  extensive  Pneumocystis  carinii  \mcumo- 
nitis  which  has  also  been  observed  as  concurrent  disease 
with  nocardia.'^ 

Compromised  hosts  do  not  nece.ssarily  have  to  be 
immunosuppressed  to  develop  nocardial  infections,  as 
has  been  demonstrated  by  recent  reports  of  cervicofacial 
involvement  in  normal,  not  immunodeficient  children.- 


Moreover,  the  first  reports  associating  pulmonary 
alveolar  proteinosis  and  nocardia  infections  in  1964  were 
based  on  patients  who  were  not  on  immunosuppresants 
nor  had  any  known  associated  immune  deficiency. 

The  authors  related  nocardia  and  pulmonary  alveolar 
proteinosis  rich  in  proteins  and  carbohydrate  providing 
an  eminently  rich  environment  for  the  overgrowth  of  this 
saprophyte.*^ 

In  1981,  Natale  reported  a case  in  which  there  was 
combined  Pneumocystis  carinii  and  Nocardia  asteroides 
pneumonitis  in  a patient  with  an  ACTH  producing 
carcinoid  after  effective  chemotherapy  had  decreased  the 
elevated  ectopic  ACTH  production  and  the  endogenous 
corticosteroid  levels."  This  patient  neither  had  a primary 
immune  disorder  nor  received  chemotherapy  that  could 
be  immunosuppressive.  The  author  suggests  that  the 
abrupt  lowering  of  endogenous  corticosteroid  levels 
when  tumor  regression  was  achieved,  provided  the 
opportunity  for  both  Pneumocystis  carinii  and  Nocardia 
asteroides  to  become  concurrent  pathogens.  In  the 
mentioned  article  it  has  been  suggested  that  the  impaired 
inflammatory  response,  phagocytosis,  immunoglobulin 
synthesis  and  cell-mediated  immunity  produced  by 
corticosteroid  therapy  may  permit  growth  and  replica- 
tion of  P.  carinii  and  Nocardia  sp.,  then,  when  the  steroid 
high  levels  are  lowered,  the  alveoli  fills  with  inflam- 
matory exudate  and  pneumonia  results. 

Among  other  neoplasms  complicated  by  nocardial 
pneumonia,  Hodgkin’s  disease,  lymphosarcomas  and 
leukemias  are  the  most  common.  The  fact  that  advanced 
Hodgkin’s  disease  patients  are  frequently  the  ones  that 
show  nocardiosis  could  suggest  that  mononuclear 
cellular  immunity  or  delayed  hypersensitivity  is  a 
probable  component  of  human  defense  mechanism 
against  N.  asteroides.^ 

It  is  frequently  seen  that  those  patients  with  neoplasms 
and  concurrent  nocardial  infections  are  receiving 
immunosuppressive,  anticancer  therapy  or  radiation. 

Eactors  affecting  survival  in  nocardiosis  have  been 
obtained  from  retrospective  analyses  of  recent  cases 
reported  on  medical  literature.** 

Most  of  these  cases  demonstrated  that  mortality  was 
increased  in  patients  with  acute  infection  who  were 
symptomatic  less  than  3 weeks,  were  treated  with  corti- 
costeroids or  anti-neoplastic  therapy  or  had  Cushing’s 
disease.  Increased  mortality  was  also  noted  in  patients 
who  developed  disseminated  nocardiosis  involving  2 or 
more  non-contiguous  organs.  In  this  kind  of  analysis  it 
has  also  been  established  that  patients  with  serious 
underlying  disease  who  had  not  received  corticosteroids 
or  anti-neoplastic  therapies  did  not  show  a higher 
mortality  rate  than  otherwise  healthy  people  with 
norcardial  infection.  The  mortality  rate  of  patients  with 
pulmonarx  nocardiosis  was  highest  in  patients  receiving 
treatment  for  an  underlying  disease.  The  patients  who  had 
an  undeiiymg  disea.se  and  were  receiving  corticosteroid 
or  anti-neoplaslic  therapy  had  85%  and  100%)  mortality 
due  to  infections  in  contrast  to  previously  healthy 
untreated  patients  who  had  a mortality  rate  of  only  15%. 
However,  in  patients  with  serious  underlying  disease  not 
receiving  corticosteroids  or  anti-neoplastic  treatment, 
mortality  was  relatively  low,  being  only  20%).**  This 
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suggests  that  it  was  the  therapy  rather  than  the 
underlying  disease  that  contributed  to  the  decreased 
survival. 

Dissemination  also  correlates  closely  with  increased 
mortality.'®  In  the  previously  mentioned  retrospective 
studies,  dissemination  used  to  occur  as  frequently  in  the 
previously  healthy  patients  as  in  other  patient  categories. 
Dissemination  and  survival  rate  were  not  found  to  be 
related  to  patient’s  age,  sex,  or  mean  leukocyte  count 
(WBC=  15,800+860  cells/mm^).  The  cause  of  death  in 
every  fatal  case  in  this  series  was  nocardial  sepsis  or  tissue 
necrosis  and  not  untreated  underlying  diseases. 

Children  have  been  also  reported  with  similar  findings 
as  in  adults.”  In  healthy  children  the  disease  may  occur 
spontaneouly  or  after  trauma.  The  immunocompromised 
child  is  also  more  susceptible  to  this  opportunistic 
infection  and  cases  have  been  described  in  young  infants 
with  acute  lymphocytic  leukemia,  carcinoma,  chronic 
granulomatous  disease,  hypogammaglobulinemia  and 
malnutrition.  Most  children  with  nocardiosis,  whether 
normal  or  immunocompromised  were  successfully 
treated,  if  the  diagnosis  was  made  early  while  the 
infection  was  localized.^’ 

Host  Defense 

Nocardiosis  occurs  with  increased  frequency  in  the 
setting  of  hypoglobulinemia  or  dysglobulinemia,  im- 
paired cell-mediated  immunity,  therapy  with  steroids  or 
cytotoxic  agents  or  existing  pulmonary  disease. 

The  exact  rates  of  humoral  and  cell  mediated  immunity 
have  not  been  defined.  A bactericidal  assay  to  determine 
whether  neutrophils  or  monocytes  kill  Nocardia  asteroides 
was  performed  by  Filice  G.A.,  et  al.‘*  It  was  noted  in  this 
study  that  failure  of  phagocytes  to  kill  N.  asteroides  did 
not  appear  to  result  from  absence  of  phagocytosis,  but 
rather  than  Nocardia  asteroides  was  resistant  to  the 
metabolites  of  the  neutrophils  and  to  the  monocytes 
oxidative  burst. 

Therapy 

Despite  numerous  attempts  to  improve  the  antibiotic 
therapy  of  nocardiosis,  the  sulfonamides  remain  the 
mainstay  of  treatment.  The  usual  dose  requirements  is 
about  lOqm/day  in  divided  dosis.  The  combination  of 
trimethoprim/sulfamethoxazole  has  been  claimed  to  be 
superior  to  other  sulfa  preparations.  Generally,  therapy 
is  continued  for  6 weeks  to  4 months,  but  some  authors” 
suggested  that  all  immunocompromised  patients  with 
nocardial  infection  be  treated  for  as  long  as  one  year  to 
prevent  relapse  or  latent  infection. 

Other  antimicrobial  agents  that  have  been  suggested  to 
be  effective  for  the  treatment  of  nocardial  infection 
include  erythromycin,  minocycline,  clindamycin,  ampi- 
cillin  and  aminoglycosides.  Surgical  excision  or  drainage 
of  norcardial  abscesses,  empyema,  and  other  necrotic 
tissue  have  been  adjuvants  to  antibiotic  therapy. 

Resumen:  Nocardia  asteroides,  aunque  es  un  patógeno 

primario,  en  muchas  ocasiones  debe  tenerse  presente  su  rol 
como  organismo  oportunista  en  el  huésped  inmunocom- 
prometido  que  desarrolla  lesiones  cavitarias  en  el  pulmón. 


Existe  evidencia  que  sugiere  que  las  defensas  naturales 
contra  este  patógeno  están  más  alteradas  en  el  paciente 
debilitado  que  recibe  tratamiento  con  corticosteroides  o 
agentes  antineoplásticos  que  si  se  considera  un  paciente  con 
igual  enfermedad  subyacente  pero  que  no  recibe  estos 
medicamentos.  Estos  datos  sugieren  que  es  la  función 
alterada  de  los  neutrófilos  y monocitos  lo  que  predispone  a 
estos  pacientes  a desarrollar  infección. 

Es  importante,  pues,  sospechar  este  patógeno,  recordar 
sus  múltiples  presentaciones  clinicas,  tratarlo  temprano  y 
efectivamente,  disminuyendo  la  mortalidad  que  ha  sido 
asociada  con  nocardia  en  el  paciente  inmunocomprometido. 
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Abstract:  In  anaphylactic,  septic  and  cardiogenic 

shock  immunological  events  have  been  described.  This 
article  includes  an  updated  presentation  of  the  subject. 

The  scope  of  Medicine  has  broadened  as  insight  into 
the  pathophysiological  processes  of  disease  entities 
has  been  obtained  through  the  application  of  immunolo- 
gical techniques.  One  of  the  areas  which  exemplifies  this 
is  the  shock  syndrome. 

Shock,  defined  as  a state  in  which  there  is  widespread, 
serious  reduction  of  tissue  perfusion,  which  if  prolonged, 
leads  to  generalized  impairment  in  cellular  function  and 
cellular  death,  has  an  easily  recognizable  clinical  picture, 
yet  a complex  pathophysiology.  For  the  sake  of  simpli- 
city, its  pathogenesis  and  progression,  if  left  untreated, 
can  be  said  to  occur  in  three  stages.  The  first  of  these  has 
been  called  a stage  of  compensated  hypotension,  as  in  it 
there  is  an  immediate  recruitment  of  compensatory 
mechanisms  and  baroreceptor  reflexes  that  tend  to 
restore  the  arterial  blood  pressure.  The  next  stage  is  that 
in  which  the  compensatory  mechanisms  are  insufficient 
to  maintain  the  arterial  pressure  and  the  perfusion  of  vital 
organs.  The  third  stage  is  characterized  by  microcircu- 
latory  failure  and  in  it  cellular  membrane  injury  super- 
venes as  a result  of  severe  ischemia,  antigen-antibody 
reactions  and  complement  activation. 

In  this  review,  we  intend  to  highlight  the  immunolo- 
gical events  underlying  anaphylactic,  septic  and  cardio- 
genic schock,  and  present  new  developments  in  the 
understanding  of  the  pathophysiology  and  clinical 
manifestations  of  these  disease  entities. 
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Anaphylactic  Shock 

This  condition  is  a severe,  generalized  manifestation  of 
hypersensitivity,  which  may  present  clinically  as  genera- 
lized urticaria  and  angioedema,  respiratory  distress 
and/or  vascular  collapse. 

Its  pathogenesis  results  from  the  in  vivo  interaction  of 
cellular  sites  with  antigen  and  specific  cytotropic  anti- 
body (IgE).  This  antibody  in  turn,  causes  sensitization  of 
mast  cells  in  tissues  and  of  basophils  in  peripheral  blood. 
When  re-exposed  to  the  given  antigen,  the  antibody  can 
then  occupy  specific  receptors  on  the  cellular  membranes 
of  mast  cells  and  basophils,  leading  to  the  release  of 
several  mediators.  As  shown  in  table  I,  these  mediators 
may  have  diverse  biological  activities,  thus  explaining  the 
various  clinical  manifestations  of  this  type  of  shock. 

TABLE  I 

The  Mediators  of  Anaphylaxis 
I.  Chemotactic  mediators 

Eosinophil  chemotactic  factor  of  anaphylaxis  (ECF-A) 

High  molecular  weight  neutrophil  chemotactic  factor  (HMW-NCF) 
Leukotriene  B 
Prostaglandin  D2 

II.  Vasoactive  mediators 
Histamine 

Leukotrienes  C,  D,  E 
Platelet  activating  factor  (PAF) 

Prostaglandins 


The  pharmacological  roles  of  the  mediators  of 
anaphylaxis  are  depicted  in  table  11.  The  identification  of 
the  mixture  of  substances  previously  recognized  as  slow- 
reacting  substance  of  anaphylaxis  (SRS-A),  has  led  to  an 
understanding  of  some  observed  phenomena  in  the 
condition. 

As  shown  in  figure  1 , SRS-A  has  been  found  to  consist  of 
a mixture  of  metabolites  of  the  lipoxygenase  pathway  of 
arachidonic  acid.  Most  of  the  activity  attributed  to  this 
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substance  has  been  found  to  reside  in  the  sulfidopeptide 
leukotrienes:  LTC4  and  LTD4,  which  are  between  30  to 
1000  times  more  potent  on  a molar  basis  than  histamine 
as  bronchial  smooth  muscle  spasmogens  on  isolated 
muscle  strips.'  Such  mediators  can  constrict  human 
central  and  peripheral  airway  smooth  muscle  as  well  as 
induce  wheal-and-tlare  reactions.^’  ^ 


Other  non-lgE  mediated  mechanisms  for  anaphylaxis 
include:  arachidonate  mediated  (aspirin),  in  which  it  has 
been  suggested  that  inhibition  of  cyclooxygenase  leads  to 
increased  generation  of  lipoxygenase  products  (refer  to 
figure  1);  and  direct  mast  cell  release  of  mediators  as 
occurs  in  radiocontrast  media  reactions  and  with  the  use 
of  opiates. 


TABLE  II 


Figure  I . The  Arachidonic  Acid  Cascade. 


The  Pharmacologic  Role  of  the  Mediators  of  Anaphylaxis 


I.  Histamine 


2.  ECF-A 


3.  HMW-NCF 


- vasoactive  amine  causing  smooth  muscle 
contraction  of  human  bronchioles  and  small 
blood  vessels,  increased  permeability  of 
capillaries,  and  increased  secretion  by  nasal 
and  bronchial  mucous  glands. 

- causes  an  inllux  of  eosinophils  into  the  area 
of  inflammation.  The  eosinophils,  in  turn, 
dispose  of  antigen-antibody  complexes  and 
exert  a feedback  control  on  SRS-A  through 
the  enzyme  arylsulfatase  B. 

- attracts  neutrophils  to  the  area  of  inflam- 
mation. 


4.  Leukotrienes  - potent  spasmogenic  and  vasodilatory  lipo- 

xygenase metabolites  of  arachidonic  acid. 

5.  PGD2  - a potent  vasodilator  that  causes  an  increase 

in  vascular  permeability. 

6.  Prostaglandins. 

thromboxanes  - products  resulting  from  the  cyclooxygenase 

metabolism  of  arachidonic  acid.  Human 
lung  mast  cells  form  PGD2  whereas  neutro- 
phils and  macrophages  generate  PGF2,  a 
potent  bronchoconstrictor,  and  PGEI  and 
PGE2,  potent  broncho  and  vasodilators  that 
regulate  the  microenvironment.  PGI2causes 
di.saggregation  of  platelets,  while  thrombo- 
xanes (TXA2  and  TXB2)  aggregate  them. 


The  clinical  entity  of  anaphylactic  shock  may  also 
result  from  an  anaphylactoid  reaction.  In  this  case,  the 
initiating  event  is  not  immunological  (not  antibody- 
mediated).  Certain  materials,  such  as  the  polysaccharide 
in  cuprophane-membrane  dialysis,  can  activate  the 
alternative  pathway  of  complement,  with  the  subsequent 
release  of  the  anaphylatoxins  C3a  and  C5a.  The  proper- 
ties of  these  fragments  of  complement  are  listed  in  table 
III,  and  as  can  be  appreciated,  give  explanation  of  the 
observed  clinical  phenomena  that  occur  in  anaphylactic 
shock. 


TABLE  HI 


Properties  of  Human 

Anaphylatoxins 

Release  histamine  from 

C.3a 

C.Sa 

mast  cells  and  basophils 

+ 

-f 

Contract  smooth  muscle 

-1- 

+ 

Increase  capillary  permeability 

+ 

+ 

Chemotactic  for  leukocytes 

- 

+ 

Selected  phospholipids 


Arachidonic  Acid 


phospholipase  A2  or 
phospholipase  C 


SRA-A 
pat  hway 


5-lipoxygenase 

Nk 

5-HPHTE 

^ \l 

LTA4  5-HETE 

LBr4 

V V 

LTC4  LTD4  f LTE4 


PGG2 


cyclooxygenase 


PGH2 > PGI2 

^ PGE2 
^ PGEOc 
PGD2 


TXA2 
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Septic  Shock 

Septic  shock,  as  a clinical  syndrome,  is  associated  with 
bacterial  infection,  most  often  with  gram-negative 
organisms.  However,  its  clinical  manifestations  are  really 
related  to  the  release  of  endotoxin  and  other  chemical 
mediators  into  the  circulation,  and  to  the  effect  of  these 
substances  on  resistance  vessels  and  subsequent  circula- 
tory insufficiency. 

Figure  2 summarizes  the  immunological  events  in 
septic  shock.  Endotoxin  (bacterial  liposaccharide)  is 
structurally  composed  of  O-specific  side  chains  consist- 
ing of  repeating  (oligosaccharide)  units  attached  to  a 
basal  core  polysaccharide  which  is  attached  in  turn  to 
lipid  A.  It  is  this  last  substance  the  one  considered  to  be 
the  most  toxic  component  of  endotoxin. 

Endotoxin  activates  the  alternative  pathway  of 
complement,  leading  to  the  generation  of  fragment  C5a. 
This  fragment  exerts  two  important  effects  on  granulo- 
cytes: margination  and  enhancement  of  extracellualar 
release  of  enzymes.'*  It  is  felt  that  the  pathological 
findings  of  diffuse  pulmonary  injury  (“shock  lung”)  can 
be  explained  by  a similar  mechanism. 

Figure  2.  Immunological  Events  in  Septic  Shock. 
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Although  this  condition  is  characterized  by  a high 
mortality  rate  despite  the  use  of  appropriate  antibiotics, 
corticosteroids  may  be  helpful  early  in  the  course  of  the 
state. ^ It  has  been  reported  that  immunotherapy  with 
anti-lipopolysaccharide  immunoglobulin  G may  benefit 
some  patients.® 

Cardiogenic  Shock 

This  clinical  syndrome  describes  the  situation  of 
patients  with  shock,  in  whom  the  circulatory  deficit  is 
directly  related  to  an  impairment  in  the  pumping  ability 
of  the  left  ventricle.  Although  it  can  result  from  a variety 
of  conditions,  acute  myocardial  infarction  is  its  most 
common  cause. 

The  repeated  clinical  observation  in  a substantial 
number  of  patients  with  myocardial  infarction  who 
arrive  at  the  hospital  with  an  adequate  pump  function 
and  then  develop  a picture  of  shock,  lends  support  to  the 
concept  that  the  shock  syndrome  after  this  type  of  insult, 
tends  to  have  a gradually  progressive  course,  either 
because  of  changes  in  the  heart  and/or  the  peripheral 
circulation.  The  fall  in  cardiac  output  and  the  alteration 
of  other  hemodynamic  parameters  that  characterize  this 
syndrome  are  fundamentally  related  to  the  loss  in  func- 
tioning myocardium.  However,  a number  of  other 
factors  may  contribute  to  further  deteriorate  the 
pumping  function  of  the  heart  and  tissue  perfusion. 

Complement  activation  has  been  advocated  as  one  of 
such  factors.  In  fact,  complement  activation  has  been 
documented  to  occur  during  the  course  of  myocardial 
infarction  in  many  patients.  A triggering  event  for  this 
activation  has  been  felt  to  be  the  release  of  mitochondrial 
membranes  from  damaged  myocardial  cells. ^ Comple- 
ment activation  can  also  make  its  appearance  as  in  other 
forms  of  shock,  during  the  stage  in  which  tissue  perfusion 
is  markedly  jeopardized  In  any  of  these  instances,  the 
peptides  that  emerge  from  the  activated  fragments  of 
complement  effect  a multiplicity  of  direct  and  indirect 
detrimental  effects  on  the  microcirculation  and  on  the 
cellular  membranes.  Indirect  effects  of  significance  are: 
the  chemotactic  attraction  of  polymorphonuclear  leuko- 
cytes with  the  potential  for  the  release  of  their  lysosomal 
enzymes,  granulocyte  aggregation  and  the  action  on 
platelet  homeostasis. 

In  studies  of  experimental  myocardial  infarction,  rapid 
accumulation  of  granulocytes  at  the  infarction  sites  has 
been  demonstrated  to  result  from  local  activation  of 
complement.*  Granulocyte  aggregation  and  leukoembo- 
lization  associated  to  complement  activation  have  been 
demonstrated  in  patients  with  hemodialysis-associated 
leukopenia.’ 

The  effect  on  platelet  homeostasis  is  related  to  the 
release  of  the  products  of  the  cycloxygenase  metabolism 
of  arachidonic  acid:  PGG2  and  PGH2.  These  metaboli- 
tes constrict  vascular  smooth  muscle  and  in  turn  lead  to 
the  generation  of  thromboxane  A2,  which  leads  to 
platelet  aggregation  with  subsequent  intravascular 
plugging. 

Of  interest  are  the  in  vitro  studies  which  have 
demonstrated  that  plasma  exposed  to  crystalline  choles- 
terol or  atheroma  lipids  shows  evidence  of  complement 


activation  as  documented  by  generation  of  granulocyte 
aggregating  activity,  C3  conversion  and  a fall  in  total 
hemolytic  complement  activity. It  has  been  speculated 
that  the  same  process  could  occur  in  vivo,  with  the 
exposition  of  cholesterol  crystals  from  ulcerated  aortas 
or  during  hemorrhage  into  or  rupture  of  atherosclerotic 
plaques."  It  has  been  reported  that  toxic  oxygen  radicals 
released  from  complement-triggered  neutrophils  may 
lead  to  endothelial  damage.’^  However,  the  real  signifi- 
cance of  these  findings  remains  to  be  confirmed. 

In  summary,  a review  of  the  immunological  aspects 
related  to  various  forms  of  shock  has  been  presented, 
along  with  new  developments  that  help  in  our  understand- 
ing and  elucidation  of  the  pathophysiology  and  clinical 
manifestations  of  these  forms  of  the  shock  syndrome. 

Resumen:  Se  presenta  un  repaso  sobre  los  aspectos 

inmunológicos  en  tres  formas  del  síndrome  clínico  de  shock: 
anafiláctico,  séptico  y cardíogénico. 

Se  hace  una  discusión  de  la  participación  de  los  derivados 
del  ácido  araquidónico,  de  la  activación  del  sistema  de 
complemento  y de  los  efectos  de  los  mediadores  producidos 
por  diferentes  células  que  explican  el  origen  de  varias  de  las 
manifestaciones  clínicas  de  estas  tres  entidades. 
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"Never  Give  In!  Never  Give  In¡  Never,  Never,  Never, 
Never!  In  nothing  great  or  small,  large  or  petty,  never  give 
in  except  to  convictions  of  honor  and  good  sense.  ” Winston 
Churchill 

An  invitation  by  the  Scientific  Committee  of 
CARDIO-85  to  present  our  experience  and  views 
on  cardiac  surgery  recently  gave  me  the  first  opportunity 
in  ten  years  to  dip  briefly  in  the  mainstream  of  Puerto 
Rican  medicine.  Our  paper  in  the  Scientific  Meeting, 
“Open  Heart  Surgery:  The  Community  Hospital 
Experience”  preceded  participation  in  a Round  Table 
discussion  entitled:  “La  Cirugía  Cardiovascular  en 
Puerto  Rico;  Proyecciones  y Expectativas”. 

The  scientific  material,  summarized  briefly,  may  be 
useful  to  others  and  serve  as  a starting  point  to  further 
discussion  on  the  status  of  Puerto  Rican  heart  surgery. 

In  contra  distinction  to  open  heart  surgery  in  Puerto 
Rico,  cardiac  surgery  is  performed  now  in  community 
hospitals  as  a routine  procedure  in  the  United  States.  Our 
combined  experience  at  the  Sister  of  Mercy  Hospitals  in 
Ann  Arbor  and  Pontiac,  Michigan,  now  totals  more  than 
6000  cases.  I have  been  involved  personally  in  937  open 
heart  procedures.  Coronary  artery  bypass  with  or 
without  other  associated  procedures  encompassed  88% 
of  the  total.  Valve  replacement  amounted  to  11%  and 
congenital  and  traumatic  problems  numbered  1%  or  less. 
Of  these  937  patients,  30  died  for  a total  mortality  of 
3.2%,  and  for  elective  coronary  artery  bypass  surgery 
mortality  is  now  less  than  1%. 

A standardized,  routine  technique  was  adopted  which 
maintains  pump  time  - the  interval  the  patient  is  on  the 
heart  lung  machine  as  short  as  possible  to  diminish 
morbidity.  In  90%  of  our  routine  cases  the  pump  time  is 
less  than  60  minutes  and  the  aortic  clamp  time  is  50 
minutes  or  less.  The  proximal  anastomoses  are  done  first 
with  partial  occlusion  clamping  of  the  aorta  and  without 
cardiopulmonary  bypass.  Distal  anastomoses  are  com- 
pleted under  cardiopulmonary  bypass  and  the  myocar- 
dium is  protected  by  systemic  hypothermia  (28°C), 
cardioplegia,  and  topical  hypothermia.  Myocardial 
temperature  monitoring  is  used.  The  patient  is  rewarmed 
during  the  performance  of  the  last  anastomosis. 
Pacemaker  wires  are  left  in  all  patients  for  treatment  of 


St.  Joseph  Mercy  Hospital.  Cardiac  Service,  Pontiac.  Michigan 


postoperative  arrhythmias;  ventricular  in  type  after 
coronary  artery  bypass  and  both  atrial  and  ventricular 
after  valve  surgery. 

The  patient  is  transported  directly  to  the  intensive 
care  unit  where  individual  nursing  concentration  varies 
between  3 to  1 and  1 to  1 per  patient,  dictated  by  the 
hemodynamic  stability  of  the  patient.  All  anesthesia  is 
administered  by  cardiac  anesthesiologists.  The  intensive 
care  unit  is  followed  by  telemetry  monitoring  for  at  least 
48  hours  in  the  cardiac  ward. 

During  the  last  year  and  a half  approximately  62%  of 
coronary  artery  bypass  patients  have  had  four  or  more 
bypass  and  31%  have  had  triple  bypass.  This  reflects  a 
trend  towards  more  advanced  disease  in  our  patients. 
About  45%  have  had  implantation  of  the  internal 
mammary  artery  as  a single  or  double  internal  mammary 
artery  bypass.  Angioplasty  is  routinely  done  at  St.  Joseph 
Mercy  Hospital  in  Ann  Arbor  and  will  be  started  in  1986 
in  Pontiac  as  part  of  our  master  plan  for  the  cardiac 
service.  The  treatment  of  diffuse  disease,  namely  endar- 
terectomy and  vein  graft  patch  is  done  as  needed. 

Meticulous  postoperative  care  has  decreased  morbidity. 
However,  45%  of  these  patients  presented  some  type  of 
cardiovascular  event,  mostly  premature  atrial  contrac- 
tions or  premature  ventricular  contractions.  Many 
manifested  these  preopera tively.  About  10%  of  them 
developed  a definite  arrhythmia,  mostly  atrial  fibrillation, 
and  7%  had  a serious  event  including  cardiac  arrest.  For 
two  patients  in  this  series  this  resulted  in  irreversible 
coma. 

Twenty  three  per  cent  of  patients  had  some  pulmonary 
event  including  adult  respiratory  distress  syndrome, 
atelectasis,  pneumonia  and  tension  pneumothorax.  Five 
per  cent  of  these  events  were  serious  and  required 
prolonged  hospitalization.  Smokers  and  alcoholics  were 
at  high  risk  for  pulmonary  complications. 

Central  and  peripheral  nerve  complications  occured  in 
8.5%.  Very  close  evaluation  of  the  cerebral  vascular 
circulation  is  essential  in  these  patients.  Combined 
procedures  to  prevent  central  nervous  system  complica- 
tions have  included  fifteen  successful  simultaneous 
carotid  endarterectomy  and  coronary  artery  bypass. 
Isolated  aorto-innominate  artery  bypasses  and  resection 
of  innominate  and  ascending  arch  aneurysms  have  been 
performed  without  complications.  Among  those  having 
nervous  system  complications  three  had  large  strokes 
with  subsequent  improvement,  two  had  coma  post 
cardiac  arrest  and  1 did  not  awake  from  anesthesia.  Nine 
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had  small  strokes  with  recovery.  Ten  had  peripheral 
neuritis  with  recovery. 

The  common  surgical  postoperative  complications 
have  not  been  frequent.  Bleeding  occured  in  5.3%  of 
patients  but  only  one  percent  returned  to  the  operation 
room.  Three  patients  had  delayed  tamponade  treated  by 
successful  subxyphoid  drainage;  4.5%  had  renal  failure  of 
which  3 patients  required  hemodialysis.  Wound  infec- 
tions and  sternal  dehiscence  and  infections  have  occured 
in  4.3%  without  any  long  term  adverse  results.  Gastro- 
intestional  bleeding  accounted  for  0.8%  of  complications 
and  this  dreaded  problem  has  almost  disappeared  with 
routine  cimetidine  administration. 

Patients  followed  long  term  have  had  an  attrition  rate 
less  than  one  percent  per  year  but  the  seven  year  reopera- 
tion rate  nears  8%.  During  the  last  year  patients  with 
graft  narrowings  due  to  long  term  changes  have 
undergone  angioplasty  as  a first  choice  rather  than  reope- 
ration. However,  of  our  operations  in  the  last  year  6% 
have  been  reoperations.  It  is  evidence  that  the  patients 
undergoing  open  heart  surgery  are  now  presenting  a 
more  complicated  and  difficult  clinical  picture  which  will 
carry  greater  surgical  risk.  The  balloon  pump  has  been 
used  in  51  patients. 

Records  of  the  last  600  cases  were  reviewed  and  in  this 
time  period  the  intra-aortic  balloon  pump  has  been 
utilized  23  times  for  surgical  and  13  times  for  medical 
patients. 

In  the  13  medical  patients  angina  had  occured  within 
two  weeks  before  myocardial  infarction.  Indication  for 
the  balloon  was  cardiogenic  shock,  either  after  the 
original  infarct  or  after  cardiac  catheterization.  Of  these 
13  patients,  1 1 died  and  2 lived.  Of  those  that  died,  9 suc- 
cumbed with  the  balloon  in  place  because  of  irreversible 
cardiogenic  shock.  In  the  2 that  survived  but  died  later, 
respiratory  arrest  and  the  onset  of  the  hepatorenal 
syndrome  resulted  and  was  fatal.  Of  the  13  medical 
patients,  5 were  over  the  age  of  55,  a cut  off  point  for  the 
application  of  increased  technology.  However,  6 patients 
were  50  years  or  less  in  age  and  were  suffering  their  first 
large  myocardial  infarction.  I believe  that  these  patients 
in  the  future  will  be  candidates  for  permanent  or  tempo- 
rary mechanical  heart  support  and/or  transplantation. 
We  are  now  in  the  process  of  applying  very  advanced 
technology  to  treat  cardiac  disease. 

Surgical  patients  requiring  the  use  of  the  intra-aortic 
balloon  pump  were  divided  into  those  with  preoperative, 
operative  and  postoperative  insertion.  Of  9 that  died  with 
the  balloon  in  place,  5 did  so  in  the  operation  room. 
These  patients  may  have  benefitted  from  temporary  left 
ventricular  heart  assist.  Of  the  14  patients  who  lived,  the 
balloon  was  removed  within  48  hours  in  13.  This  sug- 
gests that  the  myocardium  may  be  temporarily  depressed 
after  surgery.  This  will  be  more  and  more  common  as  we 
operate  on  higher  risk  patients  and  mechanical  support 
may  be  required  earlier. 

Out  of  the  12  patients  that  had  intra-aortic  balloon 
pump  placed  in  the  operation  room,  10  lived,  and  the  bal- 
loon was  removed  within  48  hours  in  1 3.  There  is  no  ques- 
tion that  an  intra-aortic  balloon  pump  must  be  available 
and  is  an  essential  part  of  the  technology  required  for 
open  heart  surgery  at  this  point. 


During  the  Round  Table  discussion  on  the  future  of 
cardiac  surgery  in  Puerto  Rico  it  became  evident  that 
similar  surgical  results  could  be  obtained  here  on  a 
routine  basis.  Nothing  I heard  altered  my  dream  of  a first 
rate  Cardiovascular  Institute  for  the  Island  that  would 
also  serve  the  Caribbean,  with  access  to  a population  of 
80  million  or  more.  It  was  evident  that  many  of  our  physi- 
cians also  share  this  dream.  At  least,  let  it  be  widely 
recognized  in  Puerto  Rico  that  if  you  are  not  part  of  the 
solution  you  are  part  of  the  problem. 

The  adverse  results  of  cardiac  patients  leaving  the 
Island  for  surgery  elsewhere  were  summarized: 

A)  There  is  a significant  economic  drain  on  limited 
health  resources. 

B)  Physicians  are  demoralized. 

C)  Job  opportunities  for  paramedical  and  nursing 
personnel  are  diminished. 

D)  The  poor  and  indigent  stay  behind  inadequately 
treated.  Conservative  non-surgical  treatment  of  end 
stage  coronary  artery  disease  represents  an  additional 
economic  drain  to  the  system  with  its  repeated,  hospital 
medical  admissions. 

E)  Scientific  medical  progress  is  stymjed. 

F)  Full  use  of  human  resources  is  denied  the  Island. 

G)  Development  of  exportable  technology  is  impos- 
sible and  the  Island  must  import  and  pay  for  technology 
instead  of  exporting  it. 

H)  Medico-legal  liability  is  increasing  rapidly. 

The  reasons  for  referral  outside  the  Island  were  also 
given  and  emphasized  by  both  panelists  and  participants 
from  the  audience.  They  are  widely  known  and  remain 
uncorrectd  after  many  years.  The  lack  of  unity  among 
physicians  remains  a stumbling  block. 

There  is  an  undeniable  pressure  especially  from  up-to- 
date  cardiologists  to  achieve  therapeutic  results  in 
cardiac  care  comparable  to  major  centers,  so  that  in  turn, 
they  may  develop  their  own  specialty  to  the  fullest.  /Irtg/o- 
plasty  can  not  progress  without  cardiac  surgery.  One 
senses  confusion  as  to  how  best  to  finance  the  care  of  the 
poor,  indigent  cardiac  patient.  One  senses  that  some  are 
overwhelmed  by  technological  advances,  and  others  are 
intimidated  by  the  complexity  of  good  cardiac  care. 

My  own  recommendation  at  the  panel  was  that  govern- 
ment resources  must  be  added  to  those  of  private 
medicine  in  order  to  achieve  a common  goal;  that  of  a 
Cardiac  Institute  for  Puerto  Rico.  In  addition,  perfor- 
mance of  routine  cardiac  surgery  at  the  community  level 
must  be  performed  as  it  is  in  a great  number  of  countries. 
Puerto  Rico  should  be  a leader  and  not  a follower. 
Germany  did  its  first  open  heart  four  years  losing  World 
War  II.  Puerto  Rico  must  pool  all  resources  and  utilize 
them  efficiently  under  effective  leadership. 

My  visit  to  Puerto  Rico,  a professional  visit,  gave  me 
the  opportunity  to  see  old  friends  and  to  participate  in 
professional  dialogue  with  young  physicians  whom  I had 
never  met.  It  also  gave  an  opportunity  to  consider  the 
present  and  future  of  Cardiac  Surgery  in  Puerto  Rico.  As 
medicine  faces  new  and  difficult  problems,  opportunities 
also  arise.  It  is  may  firm  hope  that  these  opportunities 
will  not  be  wasted. 
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trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions;  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions;  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6  3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied; 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 


“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 
— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to;  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


Seguridad  y Salud  Ocupacional 
en  Puerto  Rico:  Progreso  Hacia 
los  Objetivos  Nacionales  de 
Salud  Para  1990  (VI) 

José  G.  Rigau  Pérez,  M.D.,  F.A.A.P. 


Resumen:  De  las  veinte  metas  nacionales  de  salud  para 

1990  referentes  a seguridad  y salud  ocupacional,  ninguna 
está  conseguida  en  Puerto  Rico.  Seis  están  bajo  estudio  o 
siendo  perseguidas.  Catorce  necesitan  trabajarse  desde  el 
plano  más  básico.  Esta  ausencia  de  datos  refleja  las  prio- 
ridades operacionales  del  Fondo  del  Seguro  del  Estado 
(ESE)  y la  Oficina  de  Seguridad  y Salud  en  el  Trabajo 
(OSST)  (Departamento  del  Trabajo  y Recursos  Humanos), 
que  no  incluyen  la  búsqueda  de  la  distribución  y las  causas 
de  los  problemas  de  salud  en  el  trabajo.  El  ESE  rinde 
informes  sobre  los  servicios  prestados  en  términos  de 
gastos,  personas  servidas,  y rapidez  del  servicio.  La  OSST 
vigila  por  el  cumplimiento  de  las  normas  de  seguridad,  ofre- 
ciendo entrenamientos,  visitando  planteles,  e imponiendo 
multas  a los  infractores.  Las  divergencias  de  enfoque  y 
prioridades  entre  el  ESE  y la  OSST  producen  vacios  donde 
se  pierden  oportunidades  valiosas  para  evitar  tragedias 
entre  la  población  laboral  de  Puerto  Rico.  La  obtención  de 
estas  metas  de  salud  en  Puerto  Rico,  al  igual  que  en  otros 
estados,  exige  la  coordinación  de  diversas  instituciones 
gubernamentales,  académicas  y cívicas. 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años. ' Quince  asuntos  prio- 
ritarios fueron  identificados:  control  de  la  hipertensión, 
planificación  familiar,  embarazos  y salud  infantil, 
inmunizaciones,  enfermedades  de  trasmisión  sexual, 
control  de  agentes  tóxicos,  seguridad  y salud  ocupacio- 
nal, prevención  de  accidentes  y control  de  traumatismos, 
fluorización  y salud  dental,  vigilancia  y control  de 
enfermedades  infecciosas,  fumar  y el  deterioro  en  la 
salud,  abuso  de  alcohol  y drogas,  nutrición,  acondicio- 
namiento físico  y ejercicio,  control  del  estrés  y el  compor- 


" Epidemiologist,  Division  of  Field  Services,  Centers  for  Disease 
Control” 

Director,  Division  de  Epidemiología,  Deparlamento  de  .Salud  de  Puerto 
Rico.  Apartado  71423,  Correo  Genera!  de  San. luán.  Puerto  Rico  00936 


tamiento  violento.  Dentro  de  cada  área  se  especificaron 
los  objetivos  a alcanzar  para  1990.  Estos  objetivos  (226  en 
total),  planteados  de  manera  mensurable,  se  desarrolla- 
ron en  consulta  con  más  de  quinientos  expertos  de  los 
sectores  público  y privado,  que  representaban  agencias 
de  salud  federales,  estatales  y locales,  grupos  de  consu- 
midores, organizaciones  de  voluntarios  y profesionales 
de  salud.  La  metas  se  establecieron  tomando  en  cuenta 
las  tendencias  actuales  de  factores  pertinentes,  tales  como 
cambios  demográficos,  estilos  de  vida  y la  disponibilidad 
de  fondos,  y detallando  lo  que  se  asumió  ocurrida  con  estos 
factores  en  la  década  de  1981  a 1990.  Las  metas  han  de 
alcanzarse  por  los  esfuerzos  de  toda  la  gama  de  agencias  e 
instituciones  públicas  y privadas,  de  personas  y comu- 
nidades, y no  se  han  establecido  como  una  respon- 
sabilidad federal.  El  gobierno  federal  se  ve  llamado  a 
dirigir,  catalizar  y respaldar  un  esfuerzo  colectivo  con 
móviles  locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos. 

En  Estados  Unidos  las  diez  más  serias  enfermedades  y 
lesiones  relacionadas  con  el  trabajo  son  las  siguientes: 
enfermedades  pulmonares  ocupacionales,  lesiones  mús- 
culoesqueléticas,  cánceres  ocupacionales,  lesiones  trau- 
máticas severas  (como  amputaciones,  fracturas,  pérdidas 
de  ojo,  y muertes),  enfermedades  cardiovasculares, 
problemas  de  la  reproducción,  desórdenes  neurotóxicos, 
sordera  inducida  por  ruido,  condiciones  dermatológicas, 
y problemas  sicológicos. ^ Este  artículo  presenta  la 
situación  actual  en  Puerto  Rico  del  progreso  hacia  los 
objetivos  relacionados  con  la  salud  y seguridad  ocupa- 
cional. La  conservación  de  la  salud  de  los  trabajadores  en 
Puerto  Rico  está  bajo  la  tutela  de  dos  agencias,  el  Fondo 
del  Seguro  del  Estado  (“ESE”  o “Fondo”),  y la  Oficina 
de  Seguridad  y Salud  en  el  Trabajo  (“OSST”,  a veces 
mencionada  en  documentos  por  las  iniciales  de  “Puerto 
Rico  Occupational  Safety  and  Health  Office-PROSHO”) 
del  Departamento  del  Trabajo  y Recursos  Humanos.  El 
Departamento  de  Salud  de  Puerto  Rico  no  tiene,  .según  el 
ordenamiento  legal  en  vigor,  jurisdicción  especial  sobre 
los  problemas  de  salud  ocupacional  en  la  isla.  El  Fondo, 
creado  en  1935,  tiene  como  propósito  la  atención  médica 
y compensación  económica  a los  trabajadores  (industria- 
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les,  agrícolas,  clericales  o de  cualquier  tipo)  que  hayan 
sufrido  una  lesión  (aguda  o crónica)  durante  el  desem- 
peño de  sus  obligaciones  laborales.*  La  OSST  fue  creada 
en  1975  para  proteger  la  salud  de  los  trabajadores,  ayudar 
a los  patronos  a cumplir  las  normas  de  salud  y seguridad 
vigentes,  y para  velar  que  se  cumplan  esas  normas  en  los 
lugares  de  trabajo  de  la  isla.’  Estas  responsabilidades,  a 
nivel  federal,  están  asignadas  desde  1970  a la  Adminis- 
tración de  Seguridad  y Salud  Ocupacional  (“OSHA- 
Occupational  Safety  and  Health  Administration”),  en  el 
Departamento  del  Trabajo  de  Estados  Unidos.  OSHA 
descarga  sus  responsabilidades  mediante  la  promulga- 
ción de  normas  (sobre  métodos  de  trabajo,  y límites  de 
exposición  aceptable  a sustancias  nocivas),  inspecciones 
de  áreas  de  trabajo,  multas  a patronos  infractores  de  las 
normas  establecidas,  y consulta  y educación  a los 
patronos  que  lo  soliciten.®  En  1979  el  Congreso  de 
Estados  Unidos  eximió  de  las  inspecciones  de  OSHA  a 
los  negocios  con  menos  de  once  empleados,  excepto 
aquellos  donde  los  trabajadores  denunciaran  situaciones 
peligrosas.  La  ley  de  OSHA  no  aplica  a los  gobiernos 
estatales  o locales  en  su  rol  como  patronos,  pero  les  exige, 
como  requisito  para  recibir  ayuda  o fondos  para  sus 
propios  programas  de  salud  y seguridad  en  el  trabajo,  que 
provean  un  programa  para  cubrir  sus  empleados,  y que  el 
programa  sea  por  lo  menos  tan  efectivo  como  es  el 
programa  de  OSHA  para  empleados  privados.  La  ley 
exige  también  a OSHA  que  estimule  a los  estados  a 
desarrollar  y operar  sus  propios  programas  de  salud  y 
seguridad  en  el  trabajo,  y el  programa  de  Puerto  Rico  se 
creó  como  respuesta  a este  estímulo.  Los  programas 
estatales,  cuando  son  por  lo  menos  tan  efectivos  como  el 
programa  federal,  pueden  hacerse  cargo  de  las  activida- 
des de  fiscalización,  pero  deben  mantenerse  a la  par  con 
las  normas  de  OSHA.  Una  vez  que  el  programa  estatal 
queda  aprobado,  OSHA  sufraga  la  mitad  de  sus  gastos  de 
operación,  y vigila  su  funcionamiento.  Esto  ha  ocurrido 
en  cerca  de  la  mitad  de  los  estados,  en  Isla  Vírgenes,  y 
Puerto  Rico.’ 

El  Instituto  Nacional  para  Salud  y Seguridad 
Ocupacional  (“NIOSH  - National  Institute  for  Occupa- 
tional Safety  and  Health”)  fue  creado  por  la  misma  ley 
que  creó  OSHA  (ley  federal  91-596),  pero  no  es  parte  del 
Departamento  del  Trabajo,  sino  de  los  Centros  para 
Control  de  Enfermedades,  del  Departamento  de  Salud  y 
Servicios  Humanos  de  Estados  Unidos.  NIOSH  investiga 
los  peligros  a la  salud  y seguridad  en  todo  tipo  de  área  de 
trabajo,  a petición  de  empleados  o patronos,  y 
recomienda  procedimientos  para  prevención  y control  de 
problemas,  pero  no  tiene  la  autoridad  que  tiene  OSHA 
para  imponer  multas.  NIOSH  produce  recomendaciones 
sobre  los  límites  aconsejables  para  exposiciones  ocupa- 
cionales  a productos  químicos,  procesos,  o agentes  físicos 
peligrosos  (como  ruido  o calor).  Estas  recomendacio- 
nes se  envían  a OSHA  para  su  consideración,  pero  no  son 
necesariamente  incorporadas  literalmente  a las  normas 
que  OSHA  establece  después  de  negociaciones  entre 
representantes  del  gobierno,  la  industria,  y los  traba- 
jadores." Esta  interacción  de  agencias,  y de  intereses 
públicos  y privados  hace  que  los  problemas  de  salud 
ocupacional  tengan  una  complejidad  muy  característica, 
frente  a los  otros  problemas  de  salud  de  la  sociedad. 


Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.'  Los  estimados  de  incidencia  mencio- 
nados como  parte  de  la  cita  se  refieren  siempre  a los 
Estados  Unidos.  Se  incluyen  términos  o frases  en  inglés, 
aún  después  de  hacer  su  traducción,  porque,  en  contraste 
con  el  texto  de  los  objetivos  de  otras  áreas  prioritarias  en 
las  metas  para  1990,  el  texto  orginal  de  esta  serie  de 
objetivos  incluye  una  gran  cantidad  de  términos  de  difícil 
traducción  que  pertenecen  a un  argot  técnico.  Cada  meta 
se  rotuló  “AA”,  “P”,  o “I”  de  acuerdo  con  los  siguientes 
criterios:  AA  (aparentemente  alcanzada)  si  la  evidencia 
disponible  indica  que  el  estado  de  la  enfermedad  o de  la 
técnica  de  salud  pública  al  momento  actual  en  Puerto 
Rico  concuerda  con  lo  deseado  para  1990;  P (perseguida) 
si  hay  al  momento  un  esfuerzo  de  recogida  de  datos 
respecto  al  problema  y/o  un  programa  establecido  para 
el  control  de  la  enfermedad  o prestación  del  servicio; 

I (indocumentada)  si  la  información  específica  que 
estipula  el  objetivo  no  se  conoce  para  Puerto  Rico.  Las 
metas  expresadas  originalmente  como  números  de  casos 
fueron  adaptadas  a Puerto  Rico  utilizando  un  factor  de 
conversión  (población  de  empleados  en  Puerto  Rico 
según  el  censo  de  1980/población  de  empleados  en  los  50 
Estados  Unidos  según  el  mismo  censo  = 733,922/ 
97,639,355=  0.0075) . (12,13)  Los  términos  “empleado”, 
“trabajador”,  y “obrero”  se  utilizan  aquí  como  sinó- 
nimos, y significan  e incluyen  a todo  hombre,  mujer  y 
menor  de  edad  empleado  en  cualquier  sitio  de  empleo  por 
un  patrono.'''  Las  tasas  de  morbilidad  (por  100  trabaja- 
dores) están  calculadas  usando  como  denominador  la 
población  laboral  en  Puerto  Rico  según  el  estimado  anual 
del  Fondo  del  Seguro  del  Estado.'®  Los  datos  de 
mortalidad  por  neumoconiosis  (objetivo  e),  e intoxica- 
ción por  metales  pesados  (objetivo  g)  se  extrajeron  de  los 
análisis  detallados  inéditos  que  hace  la  Oficina  de 
Estadísticas,  Análisis  y Control  de  Información  (Admi- 
nistración de  Facilidades  y Servicios  de  Salud,  Depar-- 
tamento  de  Salud)  de  los  certificados  de  defunción  que  se 
cumplimentan  cada  año,  con  las  causas  de  muerte 
identificadas  por  número  según  la  novena  edición  de  la 
“International  Classification  of  Diseases,  Adapted  for 
use  in  the  United  States”  (ICDA-9).'* 

Objetivos  Para  1990  o Antes 

Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  las  muertes  accidentales  en  el  trabajo 
para  firmas  o patronos  con  11  ó más  empleados  deben 
reducirse  a menos  de  3,750  por  año.  (En  1978  las  firmas  o 
patronos  con  11  ó más  empleados  tuvieron  4, 170  defun- 
ciones al  trabajo. )”-P 

Los  datos  disponibles  para  Puerto  Rico  no  son  tan 
específicos  como  pide  este  objetivo.  El  ESE  no  elabora 
estadísticas  detalladas  de  las  causas  de  muerte,  tipo  de 
empleo,  o tamaño  de  la  industria.  Luego  adjudica  los 
casos  de  muerte  tras  un  período  promedio  de  cerca  de  año 
y medio  después  que  se  radican,  por  lo  cual  los  casos 
adjudicados  en  un  año  no  necesariamente  ocurrieron  el 
mismo  año.'’  Además,  el  ESE  incluye  en  sus  números  los 
muertos  en  la  línea  del  deber  en  ocupaciones  peligrosas 
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de  servicio  público  (como  policías  y bomberos). 
Ajustando  el  objetivo  al  tamaño  de  la  población  laboral 
de  Puerto  Rico,  el  número  máximo  tolerable  de  muertes 
anuales  en  el  trabajo  en  1990  sería  28.  De  acuerdo  a los 
informes  anuales  del  FSE,  el  número  de  casos  adjudi- 
cados por  muerte  en  el  trabajo,  de  1979-80  a 1982-83  ha 
fluctuado  entre  un  mínimo  de  89  y un  máximo  de  118 
(promedio  102).'*  El  total  de  casos  radicados  en  esos  años 
ha  descendido  de  57,678  a 45,546,  pero  el  costo  total  de 
estos  casos  al  FSE  (compensaciones,  gastos  médicos  y 
gastos  administrativos)  se  ha  mantenido  cerca  de  los  $ 1 33 
millones.'^’ 

Hasta  1981  las  estadísticas  de  mortalidad  de  Puerto 
Rico  contaron  como  muertes  por  accidentes  del  trabajo 
las  muertes  por  lesiones  en  el  trabajo  y en  circunstancias 
desconocidas.  Desde  1982  se  incluyen  sólo  las  muertes 
para  las  cuales  los  certificados  de  defunción  indican 
explícitamente  que  son  muertes  por  lesión  en  el  trabajo.^* 
Bajo  este  criterio,  estas  muertes  en  1982  fueron  77,  y 91  el 
año  siguiente;  la  mayoría  por  causas  diversas.  La  segunda 
categoría  de  causa  más  frecuente  en  1983  fue  la  de  lesio- 
nes mortales  en  el  trabajo  por  tráfico  y vehículos  de 
motor  (24  muertes).^^>  Hay  que  recalcar  que  las 
estadísticas  vitales  cuentan  sólo  las  muertes  por  lesiones 
ocurridas  en  el  lugar  de  trabajo,  y por  lo  tanto  no  inclu- 
yen eventos  corpo  las  muertes  por  exposiciones  crónicas 
peligrosas  a sustancias  tóxicas. 

b.  “Para  1990,  la  tasa  de  lesiones  incapacitantes 
relacionadas  al  trabajo  debe  reducirse  a 8.3  casos  por  1 00 
trabajadores  a tiempo  completo.  (En  1978  hubo 
aproximadamente  9.2  casos  por  100  trabajadores. )”-P 

Los  casos  de  incapacidad  adjudicados  por  el  FSE  no 
están  completamente  detallados  en  su  informe  estadís- 
tico, que  presenta  sólo  el  número  de  casos  de  incapacidad 
permanente  total.  Para  los  casos  de  incapacidad 
permanente  parcial  sólo  se  indican  los  pagos  globales 
efectuados  en  el  año.  Los  casos  de  incapacidad  total 
permanente  adjudicados  de  1979-80  a 1982-83  fueron 
descendiendo  de  1,424  a 774  (promedio  1,138),  y repre- 
sentaron de  0. 1 9 a 0. 1 1 % (promedio  0. 1 6%)  de  la  fuerza 
laboral  de  esos  años.  Los  casos  de  incapacidad  total 
permanente  tienen  un  período  promedio  de  trámite  de 
cinco  años  y medio,  entre  radicación  y adjudicación,  así 
que  los  casos  adjudicados  en  un  año  no  necesariamente 
ocurrieron  el  mismo  año.^"*  Se  podría  considerar  que  este 
objetivo  está  aparentemente  alcanzado  porque  la 
relación  de  casos  totales  radicados  ante  el  FSE  y las 
personas  empleadas  en  Puerto  Rico  fue  de  7.7%  a 6.5% 
entre  1979-80  y 1982-83,  es  decir,  menor  de  lo  que  pide 
este  objetivo  específicamente  para  casos  de  incapacidad 
en  trabajadores  a tiempo  completo.^*  Sin  embargo,  al  no 
saber  qué  fracción  de  la  población  laboral  cubierta  por  el 
FSE  trabaja  a tiempo  completo,  los  cálculos  pueden 
resultar  engañosos. 

c.  “Para  1990,  los  días  de  trabajo  perdidos  anualmente 
por  lesiones  deben  reducirse  a 55  por  100  trabajadores. 
(En  1978  se  perdieron  aproximadamente  62.1  días  por 
100  trabajadores. )”-P 

De  1979-80  a 1981-82  los  días  de  trabajo  perdidos 
anualmente  por  lesiones  fueron  de  774.2  a 515. 1 (prome- 
dio 622.4)  por  cien  trabajadores,  once  veces  sobre  el 
objetivo,  y diez  veces  más  que  lo  mencionado  para 


Estados  Unidos  en  1978.^*’ 

d.  “Para  1990,  la  incidencia  de  dermatitis  ocupacional 
compensable  debe  reducirse  a cerca  de  60,000  casos.  (En 
1976  hubo  aproximadamente  70,000  casos  asociados  a 
compensación.)”-P 

Ajustando  el  objetivo  al  tamaño  de  la  población 
laboral  de  Puerto  Rico,  el  número  máximo  tolerable 
anualmente  de  casos  de  dermatitis  por  exposición  ocupa- 
cional sería  450.  En  Puerto  Rico  el  FSE  ha  visto  radica- 
dos entre  un  mínimo  de  1 ,047  y un  máximo  de  1 ,290  casos 
(promedio  1,160)  de  1979-80  a 1982-83,  casi  tres  veces  la 
meta  máxima  a tolerarse  para  1990.^’ 

e.  “Para  1990,  entre  obreros  expuestos  por  primera 
vez  después  de  1985,  deben  virtualmente  desaparecer  los 
nuevos  casos  de  cuatro  enfermedades  ocupacionales 
prevenibles  — asbestosis,  bisinosis,  silicosis,  y neumo- 
coniosis  de  picadores  de  hulla  (‘coal  workers  pneumoco- 
niosis’). (En  1979  se  estimó  hubo  5,000  casos  de  asbes- 
tosis; en  1977  se  esperaban  84,000  casos  (estimados)  de 
bisinosis  en  obreros  activos;  en  1979  se  esperaban  60,000 
casos  (estimados)  de  silicosis  entre  los  obreros  activos  en 
minería,  fundición,  productos  de  piedra,  arcilla  o vidrio, 
y procesos  de  raspadura  con  material  particulado  en 
chorros  de  aire  de  alta  velocidad  (“abrasive  blasting’’);  en 
1974  hubo  19,400  casos  (estimados)  de  neumoconiosis  de 
picadores  de  hulla. )’’-! 

No  hay  en  Puerto  Rico  datos  de  referencia  respecto  a lo 
que  piden  éste  y los  próximos  diez  objetivos.  Las  estadís- 
ticas vitales  de  1980  a 1983  sólo  registran  una  muerte  por 
silicosis  (en  1981),  de  entre  las  cuatro  enfermedades 
mencionadas  (asbestosis,  ICDA-9;501;  bisinosis  — 
incluida  en  el  rubro  504;  silicosis  — 502;  y neumoconiosis 
de  picadores  de  hulla  — 500)  pero  se  registró  una  muerte 
cada  año  por  carcinoma  de  la  pleura  (ICDA-9: 163.9), 
un  tipo  de  cáncer  producido  por  la  exposición  a asbestos. 
El  neumólogo  consultor  de  la  Comisión  Industrial  de 
Puerto  Rico,  al  comentar  sobre  su  experiencia  como 
perito  asesor,  menciona  cuatro  casos  de  asbestosis  eva- 
luados en  los  seis  años  de  1978  a 1983,  pero  estima  que  a 
cada  caso  evaluado  anualmente  por  litigio,  corresponden 
dos  casos  adicionales.-'* 

f.  “Para  1990,  la  incidencia  de  déficits  auditivos  indu- 
cidos por  ruido  ocupacional  debe  reducirse  a 415,000 
casos.  (En  1975  hubo  462,000  casos  (estimados)  de 
déficits  auditivos  inducidos  por  ruido  ocupacional.’’ 
(Ajustando  el  objetivo  al  tamaño  de  la  población  laboral 
de  Puerto  Rico,  el  número  máximo  tolerable  anualmente 
de  casos  de  déficits  auditivos  por  exposición  ocupacional 
sería  3,465. )-I 

g.  “Para  1990,  la  intoxicación  ocupacional  por 
metales  pesados  (plomo,  arsénico,  zinc)  debe  ser  virtual- 
mente eliminada.  (No  hay  datos  de  referencia  disponi- 
bles.)’’-! 

No  hay  datos  de  referencia  disponibles  para  Puerto 
Rico  sobre  la  información  que  pide  este  objetivo.  Entre 
1966  y 1976,  los  médicos  del  Fondo  evaluaron  33  casos  de 
posible  intoxicación  por  mercurio,  de  los  cuales  27 
tuvieron  diagnóstico  confirmado,  y relacionado  a expo- 
sición en  el  trabajo. De  1980  a 1983  no  se  registró  en  la 
isla  ninguna  muerte  por  intoxicación  con  metales 
pesados  (rubros  lCDA-9:  984-985.8). 
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Reducción  de  factores  de  riesgo 

h.  “Para  1985,  el  50%  de  todas  las  firmas  con  más  de 
500  empleados  deben  tener  un  plan  aprobado  de  control 
de  peligros  ('hazards’)  para  todos  los  nuevos  procesos, 
nuevo  equipo  y nuevas  instalaciones.  (No  hay  datos  de 
referencia  disponible.)’’-! 

i.  “Para  1990,  todas  las  firmas  con  más  de  500 
empleados  deben  tener  un  plan  aprobado  de  control  de 
peligros  ('hazards’)  para  todos  los  nuevos  procesos, 
nuevo  equipo  y nuevas  instalaciones.  (No  hay  datos  de 
referencia  disponible.)’’-! 

Mejoramiento  en  los  servicios  y la  protección 

j.  “Para  1990,  al  menos  el  25%  de  los  trabajadores 
deben  ser  capaces  de  mencionar,  antes  de  comenzar  en  el 
empleo,  la  naturaleza  de  los  riesgos  a la  salud  y seguridad 
ocupacional,  y sus  consecuencias  potenciales.  También 
deben  ser  informados  de  cambios  en  esos  riesgos 
mientras  permanezcan  en  ese  empleo.  (En  1979  el  5% 
(estimado)  de  los  trabajadores  estaban  completamente 
informados.)’’-! 

k.  “Para  !985,  los  trabajadores  deben  rutinariamente 
ser  informados  de  comportamientos  y factores  de  salud 
relacionados  con  el  estilo  de  vida,  y que  interactúan  con 
factores  en  el  ambiente  de  trabajo  para  aumentar  los 
riesgos  de  enfermedades  y lesiones  ocupacionales.  (No 
hay  datos  de  referencia  disponibles.)’’-! 

l.  “Para  !985,  todos  los  trabajadores  deben  recibir 
rutinariamente  y con  prontitud  notificación  de  los 
resultados  de  exámenes  de  salud  o mediciones  de  expo- 
siciones personales  tomadas  en  ambientes  de  trabajo 
directamente  relacionados  con  los  trabajadores.’’-! 

No  hay  datos  de  referencia  disponibles  respecto  a estos 
cinco  objetivos  en  Puerto  Rico.  Las  reglamentaciones 
federales  sobre  seguridad  y salud  ocupacional  exigen  que 
los  patronos  tengan  un  programa  de  notificación  de 
peligros  (“hazard  communication  program’’)  que  incluya 
identificar  los  materiales  peligrosos,  informar  a los 
empleados  sobre  los  materiales  peligrosos  que  haya  en  su 
área  de  trabajo,  y entrenarlos  en  las  maneras  adecuadas 
para  protegerse,  pero  las  reglamentaciones  se  refieren 
únicamente  a productos  químicos,  no  a otros  peligros 
como  ruido,  calor,  o trauma  físico.  Además  la  ley  exige 
informar  al  personal  que  ya  está  empleado,  no  antes  de 
ser  empleado.  Estas  reglamentaciones  estipulan  que  los 
resultados  de  exámenes  médicos  a trabajadores,  y las 
mediciones  de  exposiciones  personales  tomadas  en 
ambientes  de  trabajo  directamente  relacionados  con  los 
trabajadores,  estén  disponibles  si  los  empleados,  o sus 
representantes,  los  piden.  Sólo  para  dos  materiales, 
asbestos  y plomo,  se  exige  que  se  notifiquen  a los  obreros 
los  resultados,  de  exposiciones  peligrosas  (en  el  caso  de 
asbestos),  o de  pruebas  de  sangre  con  resultados  alar- 
mantes (en  el  caso  de  plomo),  y dentro  de  los  5 días 
(asbestos),  o 5 días  laborales  (plomo)  después  que  el 
patrono  recíba  los  resultados. El  Negociado  de 
Inspecciones  de  la  OSST  evalúa  periódicamente  las  áreas 
de  trabajo  y sus  programas  de  control  de  peligros  sólo  si 
son  industrias  de  alto  riesgo,  según  un  listado  genérico 
que  prepara  periódicamente  el  gobierno  federal.  Aparte 
de  eso,  usualmente  visita  las  plantas  sólo  a petición  del 


patrono,  o por  querella  de  los  trabajadores,  o si  ocurre 
algún  desastre  (definido  como  un  muerto,  o cinco  lesio- 
nados o más,  o ambos)  en  la  industria.  E!  ESE  sólo 
inspecciona  e!  área  de  dispensario  o enfermería  en  cada 
planta  industria!,  pero  tiene  un  sistema  de  mérito  para 
estimular  la  prevención  de  accidentes  por  parte  de  los 
patronos,  gravando  aquellos  cuyos  costos  por  lesiones 
ocupacionales  exceden  la  prima  pagada,  o bonificán- 
dolos en  caso  contrario. 

m.  “Para  1990,  todos  los  gerentes  ('managers’)  de 
firmas  industriales  deben  estar  completamente  infor- 
mados de  la  importancia  de,  y los  métodos  para,  contro- 
lar la  exposición  humana  a los  agentes  tóxicos 
importantes  en  sus  ambientes  de  trabajo.  (No  hay  datos 
de  referencia  disponibles.)’’-! 

n.  “Para  1990,  al  menos  70%  de  los  proveedores  de 
atención  sanitaria  primaria  deben  rutinariamente  obte- 
ner información  sobre  exposiciones  ocupacionales  como 
parte  del  historial  del  paciente,  y deben  saber  cómo 
explicar  la  información  a los  pacientes  de  manera 
comprensible.  (No  hay  datos  de  referencia  disponi- 
bles.)’’-! 

o.  “Para  1990,  al  menos  70%  de  todos  los  ingenieros 
graduados  deben  ser  diestros  en  el  diseño  de  plantas  y 
procesos  industriales  que  incorporen  tecnologías  de 
control  de  riesgos  a la  salud  y seguridad  ocupacional.  (No 
hay  datos  de  referencia  disponibles.)’’-! 

No  hay  datos  de  referencia  para  Puerto  Rico  sobre  la 
proporción  de  gerentes,  médicos,  o ingenieros  que  tienen 
las  destrezas  que  piden  los  tres  objetivos  anteriores.  La 
División  de  Programas  Voluntarios  de  la  OSST  ofrece 
entrenamientos  voluntarios  a los  gerentes  y otros 
empleados  que  lo  soliciten.  El  ESE  provee  cursos  de 
educación  médica  continuada  a los  médicos  que  trabajan 
para  la  agencia,  y la  sección  de  Medicina  Industrial  de  la 
Asociación  Médica  de  Puerto  Rico  ofrece  en  la  conven- 
ción anual  de  la  Asociación,  a todos  los  médicos 
interesados,  dos  sesiones  de  educación  continua  sobre 
medicina  ocupacional.  La  Escuela  de  Salud  Pública  de  la 
Universidad  de  Puerto  Rico,  en  el  programa  de  maestría 
en  ciencias  de  Salud  Ambiental,  ofrece  una  concentra- 
ción en  salud  ocupacional,  pero  sus  egresados  no  son 
ingenieros,  como  pide  el  objetivo.  La  Universidad  Poli- 
técnica de  Puerto  Rico  exige  a sus  candidatos  al 
bachillerato  en  ingeniería  industrial  un  curso  (un  trimes- 
tre) sobre  salud  y seguridad  ocupacional.  El  curso  es 
electivo  para  los  otros  estudiantes  de  ingeniería.  La 
Facultad  de  Ingeniería  del  Recinto  Universitario  de 
Mayaguez  no  ofrece  ningún  curso  sobre  salud  y 
seguridad  ocupacional. 

p.  “Para  1990,  standards  genéricos  y otras  formas  de 
transferencia  de  conocimientos  tecnológicos  deben  ser 
establecidos,  donde  sea  posible,  para  dirigir,  de  manera 
uniforme,  la  atención  del  patrono  a los  problemas 
comunes  más  graves,  como  los  factores  de  riesgo  para 
desarrollar  enfermedades  crónicas  pulmonares,  factores 
de  riesgo  para  el  desarrollo  de  problemas  neurológicos, 
carcinogénicos,  mutagénicos,  teratogénicos,  y los  requi- 
sitos para  vigilancia  (“monitoring”)  médica. ”-P 

De  1970  a 1983  NIOSH  preparó  112  documentos 
recomendando  a OSHA  y a la  Administración  de 
Seguridad  y Salud  en  las  Minas  standards  para  regular 
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exposiciones  peligrosas  en  el  área  de  trabajo.  La  mayoría 
de  estos  documentos  han  tenido  como  tema  agentes 
específicos  a los  cuales  están  expuestos  los  trabajadores. 
Más  recientemente,  ha  surgido  interés  en  la  promulga- 
ción de  standards  más  amplios  (genéricos)  para  procesos 
de  manufactura  o para  categorías  de  agentes  (por 
ejemplo,  además  del  standard  específico  para  asbestos, 
uno  genérico  para  productos  químicos  carcinogénicos). 
En  1981  OSHA  promulgó  un  standard  genérico  para 
carcinógenos,  que  ahora  es  parte  de  la  reglamentación 
que  hace  efectiva  la  ley  federal  de  salud  ocupacional.^,^^ 

q.  “Para  1990,  el  número  de  evaluaciones  de  riesgos  a 
la  salud  (‘health  hazard  evaluations’)  realizadas  anual- 
mente debe  multiplicarse  por  un  factor  de  diez;  el  número 
de  estudios  de  cohortes  de  obreros  expuestos  a agentes 
específicos  en  diferentes  industrias  (‘industrywide  studies’) 
debe  multiplicarse  por  un  factor  de  tres.  (En  1979, 
NIOSH  realizó  aproximadamente  150  evaluaciones  de 
riesgos  a la  salud;  se  realizaron  50  estudios  de  cohortes  de 
obreros  expuestos  a agentes  específicos  en  diferentes 
industrias.)’’-! 

Este  objetivo  está  expresado  con  los  términos  que  usa 
NIOSH  para  sus  proyectos  (“health  hazard  evaluations’’, 
“industrywide  studies’’),  pero  no  se  contempla  como  una 
meta  exclusiva  para  NIOSH.  Las  evaluaciones  de  riesgos 
a la  salud  son  investigaciones  epidemiológicas  de  expo- 
siciones peligrosas  o síntomas  a petición  de  los  emplea- 
dos, mediante  la  recolección  y análisis  de  datos  clínicos 
(cuestionarios  sobre  síntomas,  exámenes  físicos  o 
fisiológicos),  y datos  de  laboratorio  (por  ejemplo, 
pruebas  de  sangre,  medición  de  contaminantes  en  aire, 
exposición  a calor  o radiación).  El  Negociado  de  Inspec- 
ciones de  la  OSST  investiga  las  querellas  de  empleados 
respecto  a posibles  peligros  en  su  trabajo,  pero  no  lleva  a 
cabo  estudios  epidemiológicos  para  determinar  causas  de 
síntomas  o efectos  de  exposiciones  peligrosas,  ni  lleva  a 
cabo  estudios  de  cohortes  de  obreros  expuestos  a agentes 
específicos  en  diferentes  industrias. 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

r.  “Para  1985,  se  debe  desarrollar  un  sistema  perma- 
nente para  identificar  por  números,  y para  encuestar  y 
vigilar  epidemiológicamente,  los  riesgos  a la  salud,  las 
enfermedades  y lesiones  ocupacionales,  incluyendo  la 
identificación  de  peligros  en  el  lugar  de  trabajo  y sus 
efectos  en  la  salud,  incluyendo  cáncer,  enfermedad 
cardíaca  coronaria,  y efectos  reproductivos.  Este  sistema 
debe  incluir  medidas  adecuadas  de  la  severidad  de 
lesiones  incapacitantes  relacionadas  al  trabajo.’’-! 

Como  ya  he  indicado,  ni  la  OSST  ni  el  ESE  tienen  un 
sistema  de  información  adecuado,  como  pide  este  obje- 
tivo, para  identificar  específicamente,  o vigilar  epide- 
miológicamente los  riesgos  a la  salud,  las  enfermedades  y 
las  lesiones  ocupacionales. 

s.  “Para  1985,  al  menos  una  preguntasobre  el  historial 
de  trabajo,  y exposiciones  conocidas  a sustancias  peligro- 
sas en  el  trabajo  a lo  largo  de  la  vida,  debe  ser  añadida  a 
todos  los  sistemas  apropiados  de  notificación  de  datos  de 
salud,  por  ejemplo,  registros  de  cáncer,  resúmenes  de  alta 
de  hospitalización,  y certificados  de  defunción. ’’-P 

La  hoja  de  notificación  de  caso  del  Registro  de  Cáncer 
de  Puerto  Rico,  y el  certificado  de  defunción  en  uso  en  la 
isla  incluyen  preguntas  sobre  la  ocupación  de  la  persona. 


pero  no  piden  información  sobre  exposición  a sustancias 
peligrosas.  Los  formularios  para  resúmenes  de  alta  son 
diferentes  de  hospital  a hospital,  y la  mayoría  no  incluyen 
un  encasillado  para  el  historial  de  trabajo.  El  propósito 
implícito  en  este  objetivo  es  que  se  utilice  la  información 
recogida  para  identificar  exposiciones  peligrosas  y 
riesgos  a la  salud  de  los  trabajadores,  pero  para  lograr  ese 
fin  se  necesita  también  poder  tener  acceso  fácil  a los 
datos,  mediante  sistemas  de  ordenamiento  por  compu- 
doras. 

t.  “Para  1985,  se  debe  desarrollar  un  programa  para: 

1 ) dar  seguimiento  a hallazgos  individuales  en  evalua- 
ciones de  salud  y de  peligros  a la  salud,  informes  de 
uniones  y gerencia,  y otras  fuentes  existentes  de  vigilancia 
de  datos  clínicos  y epidemiológicos;  y 

2)  utilizar  los  hallazgos  para  determinar  la  etiología, 
historia  natural  y mecanismos  de  desarrollo  de  enferme- 
dades y lesiones  que  se  sospecha  sean  ocupacionales.’’-! 

No  hay  en  Puerto  Rico  actualmente  un  plan  para 
desarrollar  el  programa  que  pide  este  objetivo. 

Discusión 

La  interpretación  para  Puerto  Rico  de  las  metas  reseña- 
das en  este  artículo  debe  llevar  una  advertencia.  Las  tasas 
de  lesiones  ocupacionales  va  a ser  más  difíciles  de  dismi- 
nuir en  lugares  donde  predominan  las  industrias  de  alto 
riesgo,  y,  por  lo  tanto,  deberían  ajustarse  al  tipo  de  indus- 
tria existente.  No  hay  estudios  en  qué  basar  ese  ajuste  para 
la  isla.  Sin  embargo,  dada  la  naturaleza  del  desarrollo  eco- 
nómico de  Puerto  Rico,  con  industria  ligera  y con  limitada 
actividad  agrícola,  los  números  y tasas  presentados  como 
metas  probablemente  pecan  de  poco  exigentes  para  la  si- 
tuación local.  De  las  veinte  metas  nacionales  de  salud  para 
1990  referentes  a seguridad  y salud  ocupacional,  ninguna 
está  conseguida  en  Puerto  Rico,  seis  están  bajo  estudio  o 
siendo  perseguidas,  y catorce  necesitan  trabajarse  desde  el 
plano  más  básico.  Los  pocos  datos  disponibles  del  ESE 
dan  un  mensaje  alarmante,  pues  las  muertes,  los  días  de 
trabajo  perdidos  anualmente,  y los  casos  de  dermatitis  re- 
sultan mucho  más  frecuentes  en  Puerto  Rico  que  en  Esta- 
dos Unidos  (al  ajustar  a la  población  laboral  de  Puerto 
Rico  los  datos  citados  para  Estados  Unidos  en  el  texto  de 
los  objetivos).  La  tasa  de  días  de  trabajo  perdidos  anual- 
mente por  lesiones  es  1 ,000%  mayor  en  los  trabajadores  de 
Puerto  Rico  queen  los  de  Estados  Unidos.  Encontraste, el 
ESE  vio  sólo  cerca  de  7 casos  radicados  por  cada  100  tra- 
bajadores, pero  en  Estados  Unidos  se  estimaron  9 lesiones 
o enfermedades  por  cada  100  empleados  a tiempo  comple- 
to.' Esto  sugiere  que  el  ESE  está  viendo  sólo  los  casos  más 
severos  de  lesiones  o enfermedades  ocupacionales,  y que 
un  gran  número  de  casos  más  leves  no  están  reflejados  en 
las  estadísticas  de  morbilidad.  Para  hacer  más  clara  la  ne- 
cesidad de  información,  es  útil  comparar  la  salud 
ocupacional  con  la  vigilancia  de  enfermedades  trasmi- 
sibles.  ¿Cuán  útil  sería  un  sistema  de  vigilancia  que 
señalara  anualmente  una  suma  de  “inlectados”,  sin 
indicar  de  qué  enfermedades  se  trata,  la  edad  de  los 
pacientes,  su  sexo,  o el  municipio  de  su  residencia?  Así  de 
deficiente  es  la  información  disponible  sobre  muertes  por 
exposición  ocupacional  en  Puerto  Rico.  La  deficiencia  se 
hace  aún  más  dramática  al  considerar  que,  para  una 
vigilancia  adecuada  de  los  problemas  ocupacionales,  es 
necesario  conocer  no  sólo  las  muertes  y las  lesiones,  sino 
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también  las  situaciones  que  presentan  peligros  a los  tra- 
bajadores.’■* 

La  ausencia  de  datos  refleja  las  prioridades  opera- 
cionales  del  FSE  y la  OSST,  que  no  incluyen  la  búsqueda 
de  la  distribución  y las  causas  de  los  problemas  de  salud 
en  el  trabajo,  o sea,  la  investigación  epidemiológica. 
Aunque  la  ley  16  encarga  a la  OSST  de  rendir  informes 
para  “describir  con  precisión  la  naturaleza  del  problema 
de  seguridad  y salud  ocupacionales”,  de  recopilar  esta- 
dísticas de  seguridad  y salud  ocupacional,  y de 
desarrollar  “programas  de  investigación  científica”  en 
este  campo,  en  la  práctica,  no  hay  en  Puerto  Rico  un 
complemento  epidemiológico  para  el  FSE  y la  OSST.^^  A 
nivel  nacional  las  tareas  de  fiscalización  y educación  de 
OSHA  están  complementadas  por  los  proyectos  de 
investigación  de  NIOSH. 

Los  datos  que  recoge  el  FSE  no  se  utilizan  para  ayudar 
a prevenir  enfermedades  ocupacionales.  El  Eondo  rinde 
informes  sobre  los  servicios  prestados,  en  términos  de 
gastos,  personas  servidas,  y rapidez  del  servicio.  Además 
contribuye  una  cantidad  sustancial  de  fondos  para  el 
presupuesto  de  operación  de  la  OSST.^"  La  OSST  vigila 
por  el  cumplimiento  de  las  normas  de  seguridad,  ofre- 
ciendo entrenamientos,  visitando  planteles,  e impo- 
niendo multas  a los  infractores,  pero  las  divergencias  de 
enfoque  y prioridades  entre  el  FSE  y la  OSST  producen 
vacíos  donde  se  pierden  oportunidades  valiosas  para 
evitar  tragedias  entre  la  población  laboral  de  Puerto 
Rico.  Alcanzar  las  metas  de  salud  y seguridad  ocupa- 
cional para  1990  no  depende  sólo  del  trabajo  de  agencias 
individuales,  sino  de  la  coordinación  de  prioridades  y de 
la  realización  de  proyectos  compartidos  entre  institu- 
ciones. 

Abstract:  Of  the  twenty  national  health  goals  for  1990 

alluding  to  occupational  safety  and  health,  none  has  been 
achieved  in  Puerto  Rico.  Six  are  under  study  or  being 
pursued.  Fourteen  need  to  be  developed  from  the  very  basic 
stages.  This  absence  of  data  is  a reflection  of  the  opera- 
tional priorities  of  the  State  Workers’  Insurance  Compen- 
sation Fund  (SWICF),  and  the  Puerto  Rico  Occupational 
Safety  and  Health  Office  (PROSHO)  of  the  Department 
of  Labor  and  Human  Resources.  Their  priorities  do  not 
include  the  search  for  the  distribution  and  causes  of 
occupational  health  problems.  The  SWICF  produces 
reports  on  services  rendered  in  terms  of  expenditures, 
persons  served,  and  speed  of  service.  PROSHO  watches 
over  compliance  with  safety  rules,  by  offering  trainings, 
visiting  work  areas,  and  imposing  fines  on  noncompliants. 
The  divergence  in  objectives  and  priorities  between  the 
SWICF  and  PROSHO  produces  the  loss  of  valuable 
opportunities  to  avoid  tragedies  in  the  working  population 
of  Puerto  Rico.  The  achievement  of  these  health  goals  in 
Puerto  Rico,  as  in  other  states,  requires  the  coordination  of 
many  governmental,  academic  and  voluntary  institutions. 
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Una  niña  de  tres  años  de  edad  se  hospitaliza  electivamente  para  cateterismo  cardiaco  y angio- 
cardiografía.  Siempre  ha  estado  asintomática  desde  el  punto  de  vista  cardiovascular,  su 
historial  médico  pasado  no  es  significativo  y su  crecimiento  y desarrollo  han  sido  normales. 

Al  examen  físico  se  aprecia  una  niña  bien  nutrida,  alerta  y con  facies  normal.  La  frecuencia 
cardíaca  es  de  90/min  y la  presión  arterial  se  registró  dentro  de  los  límites  normales  en  las 
extremidades  superiores  e inferiores.  En  la  exploración  clínica  cardíaca  se  observa  un  precordio 
de  actividad  normal,  sin  accesibilidad  ventricular  ni  deformidad  torácica.  El  ritmo  cardíaco  es 
regular,  con  buenos  tonos  y no  se  aprecian  sonidos  de  eyección,  ni  frote.  Hay  un  soplo  sistólico- 
eyectivo,  rudo,  grado  2/6  que  se  aprecia  mejor  en  el  precordio  superior  y se  irradia  al  cuello.  El  S, 
es  normal  al  igual  que  el  componente  pulmonar  (P2)  del  Sj  aunque  el  componente  aórtico  (Aj)  de 
este  último  se  aprecia  ligeramente  aumentado  en  intensidad.  Los  pulsos  periféricos  son  normales 
y no  hay  visceromegalia. 

El  electrocardiograma  demostró  una  “dominancia”  ventricular  izquierda  sin  que  se  cumpliesen 
los  criterios  para  hipertrofia.  La  radiografía  de  tórax  reveló  una  silueta  cardíaca  y vascularidad 
pulmonar  completamente  normales. 

El  estudio  angiocardiográfico  que  se  ilustra  a continuación  estableció  el  diagnóstico. 


Figura  1.  Ventriculograma  izquierdo  retrógrado  donde  puede 
apreciarse  la  anatomía  ventricular,  valvular  y supravalvular. 

¿CUAL  ES  SU  DIAGNOSTICO? 


Hospital  Pediátrico  Universitario.  Departamento  de  Pediatría,  Sección 
de  Cardiología  Pediátrica,  Recinto  de  Ciencias  Médicas,  Universidad  de 
Puerto  Rico. 
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Estenosis  Aórtica  Supravalvular 

La  estenosis  aórtica  supravalvular  (EAS)  es  una 
estrechez  congénita  de  la  aorta  ascendente  que  se  origina 
en  el  borde  superior  de  los  senos  de  Valsalva  sobre  el 
origen  de  las  arterias  coronarias. 

El  cuadro  clínico  de  la  EAS  puede  ser 
significativamente  diferente  de  las  otras  formas  de 
obstrucción  ventricular  izquierda.  La  principal  de  estas 
diferencias  es  la  asociación  de  EAS  con  la  hipercalcemia 
idiopática  infantil  (síndrome  de  Williams),  una 
enfermedad  probablemente  relacionada  con  un  trastorno 
del  metabolismo  de  la  vitamina  D.‘  Otras  mani- 
festaciones del  síndrome  son  retraso  mental,  una 
facies  característica  (figura  2),  estenosis  pulmonar 
periférica,  estrabismo  y anomalías  en  el  desarrollo 
dental.  El  engrosamiento  de  las  valvas  aórticas  también 
pueden  asociarse  el  síndrome.  Debe  aclararse,  sin 
embargo,  que  las  anomalías  aórticas  y la  estrechez  de  las 
arterias  pulmonares  pueden  ocurrir  de  forma  esporádica 
o familiar  sin  estar  asociadas  a las  otras  manifestaciones 
del  síndrome.  Los  estudios  genéticos  sugieren  que 
cuando  la  EAS  es  familiar,  ésta  se  transmite  de  forma 
autosómica  dominante  con  expresión  variable.^ 


Figura  2.  Apariencia  facial  característica  de  un  paciente  con  estenosis 
supravalvaluar  aórtica  y retraso  mental.  Puede  apreciarse  la  frente  y 
pliegues  del  epicanto  prominentes,  el  puente  nasal  hipodesarrollado  y el 
labio  superior  grueso  y “levantado”.  Suelen  asociarse  también  anomalías 
dentales  y estrabismo. 

Es  de  gran  utilidad  clínica  el  clasificar  los  pacientes  con 
EAS  de  acuerdo  a su  forma  de  presentación.  Estos 
pueden  agruparse  en  tres  categorías: 

1.  no  familiar-esporádica,  con  facies  e inteligencia 
normales. 

2.  familiar,  con  facies  e inteligencia  normales. 

3.  no  familiar,  con  facies  característica  y retraso 
mental. 

Anátomo-patológicamente  hay  tres  formas  de 
estenosis  aórtica  supravalvular:  en  "reloj  de  arena",  la 
forma  membranosa  y la  hipoplásiea.  En  ocasiones  puede 
existir  más  de  una  y otras  veces  pueden  asociarse  a la 
estenosis  aórtica  valvular. 

La  EAS  en  "reloj  de  arena"  la  más  común.  En  ella  el 
anillo  constrictor  en  el  margen  superior  de  los  senos  de 


Valsalva  se  produce  como  consecuencia  de  un 
engrosamiento  anormal  de  la  capa  aórtica  media. 
Aunque  el  lumen  aórtico  se  reduce  como  consecuencia  de 
esta  “hipertrofia”  de  la  pared  aórtica,  esta  constricción  no 
es  aparente  en  la  superficie  externa  del  vaso  como  sucede 
en  la  coartación  de  la  aorta.  La  forma  membranosa 
consiste  de  un  diafragma  fibroso  o fibro-muscular  de 
forma  semicircular  a través  del  lumen  aórtico.  La. forma 
hipoplásiea  se  caracteriza  por  una  hipoplasia  difusa  y 
uniforme  de  la  aorta  ascendente. 

Con  algunas  excepciones  los  hallazgos  al  examen  físico 
en  los  pacientes  con  EAS  son  muy  parecidos  a los  de 
estenosis  aórtica  valvular.  Entre  estas  excepciones  se 
encuentra  la  acentuación  del  A,  en  la  EAS,  donde  el 
aumento  en  la  presión  en  la  aorta  proximal  a la  estenosis 
provoca  un  cierre  aórtico  valvular  más  fuerte.  También 
se  diferencia  de  la  estenosis  aórtica  valvular  por  la 
ausencia  de  sonido  de  eyección  y la  transmisión 
prominente  del  soplo  a lo  largo  de  los  vasos  carotídeos. 
Cuando  coexiste  la  EAS  con  estenosis  pulmonar 
periférica  puede  estar  presente  un  soplo  pansistólico,  casi 
continuo,  lo  que  ayuda  a diferenciarla  de  la  estenosis 
aórtica  valvular. 

El  diagnóstico  de  EAS  se  confirma  demostrando  un 
gradiente  de  presión  inmediatamente  sobre  la  válvula 
aórtica  y visualizando  la  estrechez  (mayormente  difusa) 
de  esa  porción  aórtica  (figura  1). 

El  tratamiento  quirúrgico  de  la  EAS  está  indicado 
cuando  hay  relativamente  poca  hipoplasia  de  la  aorta 
ascendente  y del  arco  aórtico  y la  obstrucción  es 
significativa. 3 Entendiendo  por  esto  último  la  presencia 
de  un  gradiente  sistólico  mayor  de  75  mm  Hg.  También 
está  indicada  la  cirugía  cuando  se  asocia  EAS  a 
hipertrofia  ventricular  izquierda  con  un  patrón  de 
esfuerzo  en  el  electrocardiograma,  dolor  de  pecho  angi- 
noso con  el  ejercicio  o síncope. “*  Estos  pacientes  también 
pueden  estar  a riesgo  de  muerte  súbita,  por  lo  que  la 
determinación  del  grado  de  obstrucción  izquierda  es  de 
vital  importancia  en  el  manejo  y seguimiento  de  los 
mismos. 
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Abstract:  The  most  frequent  causes  of  infectious  croup 

in  children,  with  emphasis  upon  bacterial  tracheitis,  an 
underestimated  life-threatening  condition,  are  discussed. 
We  report  the  case  of  a one-year  old  girl  with  a clinical 
picture  simulating  a viral  infraglottic  croup  that 
progressed  in  three  days  to  severe  upper  airway 
obstruction  secondary  to  a staphylococcal  infraglottic 
infection.  She  developed  adult  respiratory  distress 
syndrome  suggesting  that  in  infants  and  children  upper 
airway  obstruction  may  be  a predisposing  factor  for  this 
syndrome  as  it  is  for  pulmonary  edema. 


Infectious  croup  is  the  term  used  to  describe  several 
clinical  entities  characterized  by  varying  degrees  of 
inspiratory  stridor,  cough  and  hoarseness  resulting  from 
obstruction  in  the  region  of  the  larynx. ' Pediatricians  are 
well  trained  to  recognize  one  of  the  most  severe 
conditions  of  upper  airway  obstruction:  acute 
epiglottitis;  but  often  fail  to  recognize  infraglottic  croup. 

This  paper  intends  to  clarify  the  nature  of  three 
different  types  of  infraglottic  croup  emphasizing  a severe 
life-threatening  condition:  bacterial  tracheitis. 

We  present  the  first  report  in  the  medical  literature  of 
bacterial  tracheitis  associated  with  adult  respiratory 
distress  syndrome.  A review  of  the  literature  and  our  case 
report  serve  to  emphasize  that  this  is  a potentially  fatal, 
under-estimated  condition  in  the  clinical  evaluation  of 
children  with  infectious  croup. 

Case  Report 

A one-year  old  previously  healthy  white  girl  developed 
three  days  prior  to  admission,  croupy  cough  without  any 
other  complaint.  Her  physician  prescribed 
dexamethasone  0.5  mg  p.o.  three  times  daily.  There  was 
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no  improvement  and  the  day  before  admission  she 
developed  respiratory  distress.  Dexamethasone  was 
increased  to  1.0  mg  and  oral  metaproterenol  was  added. 
She  had  just  received  two  doses  when  her  temperature 
rose  to  40°  C associated  with  hoarseness.  On  the  day  of 
admission  she  developed  increasing  dyspnea,  stridulous 
respiration,  dysphagia,  marked  respiratory  distress  and 
mottled  skin. 

She  was  admitted  to  a private  hospital.  Neck  and  chest 
roentgenograms  were  obtained  (Figure  1)  and  a direct 
laryngoscoy  was  performed  in  the  operating  room.  The 
epiglottis  was  not  swollen  but  there  was  mucopurulent 
discharge  draining  from  the  subglottic  space  and  marked 
swelling  of  this  area.  An  oro-tracheal  tube  was 
inserted  and  humidified  oxygen  by  T-tube  was 
administered.  Initial  arterial  blood  gas  values  while 
breathing  40%  oxygen  were:  pH  7.37,  PCOj  29.7  mmHg, 
PO2  78  mmHg,  HCO3  15  mmol/L,  and  base  excess  -9. 
The  white  blood  cell  count  was  1,900  mm^  with  94% 
polymorphonuclears  and  6%  lymphocytes;  hemoglobin 
was  12.3  gm/dl.  A gram-stain  of  tracheal  secretions 
revealed  gram-positive  cocci  subsequently  identified  as 
Staphylococcus  aureus.  Nafcillin  and  chloramphenicol 
were  administered.  Two  hours  later  she  developed  severe 
respiratory  distress  with  progressive  cyanosis.  Another 
chest  roentgenogram  was  obtained  (Figure  2).  The  white 
blood  cell  count  was  FSOO/mm^  with  19% 
polymorphonuclears  and  81%  lymphocytes. 
Hemoglobin  fell  to  1 Igm/dl  and  reticulocyte  count  was  1.6 
per  cent.  Arterial  blood  gases  revealed  progressive 
hypoxemia  with  metabolic  acidemia.  The  patient  was 
transferred  to  our  pediatric  intensive  care  unit.  Upon 
arrival  her  temperature  was  35.5° C,  pulse  197/ min., 
respiratory  rate  80/ min.,  and  blood  pressure  80/50 
mmHg.  She  was  toxic  with  marked  respiratory  distress 
and  mottled  skin;  had  crepitations  in  all  lung  fields  and 
barely  palpable  pulses.  She  was  treated  with  Huids  by  the 
intravenous  route,  dopamine  and  mechanical  ventilation 
with  positive  end  expiratory  pressure  up  to  12  cm  H,0. 
Arterial  blood  gas  values  in  100%  oxygen  were  POj  61 
mmHg,  PCO2  54  mmHg,  pH  7.26,  HCO,  24  mmof/ L, 
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Figure  1.  Roentgenograms  of  the  neck  (a.)  and  chest  (b.)  done  on  the 
third  day  of  illness  when  patient  developed  respiratory  distress.  There 
are  subglottic  narrowing  and  haziness  and  a left  upper  lobe  infiltrate. 


and  base  excess  0.  She  required  100%  oxygen  during  the 
first  15  hours  of  mechanical  ventilation. 

A buffy  coat  smear  stained  with  acridine  orange  was 
negative  as  well  as  urine  counterimmunoelectrophoresis 
for  Haemophilus  influenzae.  Streptococcus  pneumonia 
and  meningococci.  Several  blood  cultures  and  urine 
cultures  were  negative.  Nafcillin  and  amikacin  were 
administered.  During  the  first  48  hours  she  had  clinical 
manifestations  of  shock,  and  left  pneumothorax.  The 
pneumothorax  subsided  with  a chest  tube.  Mechanical 
ventilation  was  continued  for  5 days  and  she  was 
extubated  on  day  6.  She  developed  post-intubation 
stridor  which  was  treated  with  racemic  epinephrine  and 
dexamethasone.  After  two  weeks  she  was  discharged 
home  doing  well. 

Discussion 

The  upper  airway  and  the  upper  part  of  the  lower 
airway  in  children  are  barely  adequate  to  sustain  normal 
ventilation  of  the  lungs.  The  most  critical  points  are  at  the 
junction  of  the  posterior  tongue  and  pharynx,  the 


Figure  2.  Chest  roentgenogram  performed  shortly  after  admission  to 
our  intensive  care  unit  when  the  child  had  increasingly  severe 
respiratory  distress  and  cyanosis.  There  are  diffuse  bilateral  pulmonary 
infiltrates  and  evidence  of  marked  decrease  in  lung  volume. 

supraglottic  area,  the  glottis,  and  the  infraglottic  area.^ 
Therefore,  upper  respiratory  obstruction  is  one  of  the 
most  common  causes  of  respiratory  failure  in  children. ^ 
Inflammatory  edema,  purulent  collections  and  scarring 
are  the  principal  causes  of  obstruction  specially  in  these 
critical  areas.  We  can  visualize  the  upper  airway  as 
different  anatomical  compartments  and  sites  related  to 
specific  clinical  entities.  Infective  croup  frequently  causes 
upper  airway  obstruction  in  children  and  can  be  classified 
as  supraglottitis  and  infraglottitis,  including  spasmodic 
croup. 

Acute  Supraglottitis 

Acute  epiglottitis  consists  of  an  acute  inflamatory 
edema  of  the  supraglottic  area  involving  the  epiglottis 
and  hypopharynx.  Also  involved,  are  the  aryepiglottic 
folds  and  the  arytenoids.  It  is  almost  always  caused  by 
Haemophilus  influenzae  type  b and  the  patient  is  usually 
bacteremic.  Blood  cultures  are  positive  in  33  to  91  per 
cent  (mean  66  per  cent)  of  the  cases,  whereas  positive 
laryngotracheal  cultures  vary  from  9 to  92  per  cent  (mean 
39  per  cent).'*  Rarely  the  etiologic  agents  are 
Haemophilus  par  a influenzae.  Streptococcus 
pneumonia.  Staphylococcus  aureus  or  beta  hemolitic 
streptococci.  The  highest  incidence  is  between  2 and  7 years 
of  age  with  no  sex  predominance,  and  the  seasonal  incidence 
varies  throughout  the  year.  Some  cases  occur  in  clusters 
suggesting  minor  epidemics.-*’ 
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Usually  the  onset  is  sudden  with  mild  upper  respiratory 
symptoms  and  sore  throat,  which  rapidly  progress  fo  fever 
(over  38.5°  C)  and  dysphagia.  Croupy  cough  is  present  in 
one  third  of  the  patients.*  As  edema  progresses,  the 
patient  develops  tachypnea,  retractions,  inspiratory 
stridor,  tachycardia,  muffled  voice  and  limited  neck 
mobility.  Late  signs  include  salivary  drooling,  air  hunger 
and  a preference  for  sitting  and  leaning  forward  with 
hyperextended  neck.  There  is  rarely  a history  of  more 
than  12  hours  duration. 

Total  airway  obstruction  can  occur  suddenly  without 
preceding  deterioration  of  clinical  signs.  The  exact 
mechanism  for  this  obstruction  is  not  known  but  it  is 
suggested  that  the  swollen  and  loose  supraglottic 
structures  may  be  drawn  into  the  glottis  and  obstruct  the 
lumen  causing  asphyxia.  This  may  be  induced  by  having 
the  patient  lie  down,  attempting  to  visualize  the  pharynx, 
obtaining  arterial  blood  gas  or  venous  samples  or 
performing  lateral  X-rays  of  neck. 

Clinical  examination  should  be  deferred  until  prepara- 
tions to  establish  an  immediate  airway  have  been  made. 
The  presence  of  a parent  should  be  encouraged  to 
decrease  patient’s  anxiety  in  many  cases  diagnosis  is 
made  on  a clinical  basis  and  roentgenographic  examina- 
tion may  not  only  be  unnecessary,  but  may  also  danger- 
ously delay  the  onset  of  treatment.  If  there  is  a justifiable 
doubt  about  tHe  clinical  diagnosis  of  epiglottitis,  lateral 
roentgenograms  of  the  hyperextended  neck  may  be 
performed.  The  patient  should  be  accompanied  by  a 
skilled  endoscopist,  with  proper  equipment,  at  all  times. 
Swollen  epiglottis  and  aryepiglottic  folds  along  with 
ballooning  of  the  hypopharynx  are  indicative  of  the 
inspiratory  obstruction.’  In  25  per  cent  of  the  cases 
localized  subglottic  edema  is  present.* 

Laboratory  data  usually  reveals  leukocytosis  with  shift 
to  the  left.  The  value  of  serum  C reactive  protein  as 
diagnostic  tool  in  differentiating  acute  epiglottitis  from 
spasmodic  croup  and  acute  laryngotracheitis  has  been 
stressed  by  some  investigators.  Petolta  studied  35 
children  with  infectious  croup  and  concluded  that  if  C- 
reactive  protein  was  over  20  mg/dl  the  possibility  of 
epiglottitis  should  be  considered  and  spasmodic  croup 
can  probably  be  excluded.’  Pepys  suggested  that  a C- 
reative  protein  under  10  mg/dl  is  even  more  significant 
and  is  a strong  indicator  against  the  presence  of 
epiglottitis. The  usefulness  of  this  test  has  been 
questioned  by  Shabino  who  suggested  that  more  effective 
and  rapid  methods  are  available  such  as  soft  tissue  roent- 
genographic studies  of  the  airway  or  direct  visualization 
of  the  epiglottis  in  the  operating  room." 

The  latex  agglutination  test  and  counterimmunoelec- 
trophoresis  (CIE)  have  been  used  in  the  evaluation  of 
patients  with  suspected  Haemophilus  influenzae 
infection.  The  latex  agglutination  test  is  more  sensitive 
and  specific  than  CIE  and  can  be  used  as  a rapid 
diagnostic  test  specially  in  patients  who  have  received 
antimicrobial  agents."  This  can  be  performed  either  in 
serum  or  urine. 

Airway  management  is  the  cornestone  in  the  treatment 
of  epiglottitis.  This  should  be  accomplished  by  either 
intubation  or  tracheostomy."  In  the  studies  reviewed  by 
Lazoritz  et  al  endotracheal  intubation  had  a 


complication  rate  of  only  1 .67  percent  without  mortality, 
wheras  tracheostomy  had  a mortality  rate  of  3.6  per  cent 
with  a morbidity  of  1 2 per  cent.  Although  the  incidence  of 
accidental  extubation  was  12  per  cent  and  only  1.3  per 
cent  decannulation  for  tracheostomy,  the  latter  had  a 
mortality  rate  of  8 per  cent  with  none  in  the  accidentally 
extubated.5 

Nasotracheal  intubation,  although  technically  more 
difficult  than  orotracheal  intubation,  is  the  preferred 
method  in  epiglottitis.  The  tube  is  easily  secured,  cannot 
be  bitten,  does  not  increase  salivation  and  is  well 
tolerated. 

The  mean  intubation  time  has  been  reported  between 
33  and  55  hours.  The  decision  to  extubate  the  patient  is 
usually  made  in  the  morning,  after  36  to  48  hours  of 
intubation.  Direct  visualization  of  the  epiglottis  has  been 
found  unnecessary  for  making  the  decision  to  extubate 
after  this  time."  The  management  of  acute  epiglottitis 
without  an  artificial  airway  is  very  dangerous  since  24  to 
50  per  cent  will  develop  complete  airway  obstruction. 

The  medical  management  includes  antibiotics  against 
Haemophilus  injiuenzae  type  b."  The  recommended 
antibiotics  are  Cefuroxime  75  mg/kg/day  or 
chloramphenicol  50-75  mg/kg/day  and  ampicillin  150 
mg/kg/day  for  5 to  7 days.  Sedation  is  needed  to  avoid 
accidental  extubation  and  to  decrease  the  stress  of  being 
in  an  Intensive  Care  Unit.  Chloral  hydrate  (5-10  mg/kg) 
every  6 hours  or  hydroxizine  (3.0  mg/ kg)  every  4 hours 
are  used  in  our  unit.  Controlled  studies  using  steroids  in 
epiglottitis  are  not  available;  their  use  becomes  a matter 
of  personal  judgement.  Adequate  hydration,  humidified 
air  via  headbox  and  arm  restraints  are  other  important 
supportive  measures  in  the  management  of  acute 
epiglottitis. 

One  must  be  aware  of  the  possibility  of  extraepiglottic 
infection.  Pneumonia  and  cervical  lymphadenitis  occur 
in  25  per  cent  of  the  cases;  septic  arthritis  and  meningitis 
are  extremely  rare  in  acute  epiglottitis." 

In  patients  with  confirmed  invasive  Haemophilus 
influenzae  infection  we  use  rifampin  prophylaxis  for  the 
prevention  of  secondary  cases  of  invasive  Haemophilus 
influenzae  type  b disease.  "This  should  be  started  as  soon 
as  possible  including  the  index  case  and  the  household 
contacts  with  at  least  one  contact  less  than  4 years  of  age 
Children  20  to  60  months  of  age  should  be  immunized 
with  Haemophilus  influenzae  type  b polysaccharide 
vaccine. 

Viral  and  Spasmodic  Infraglottitis 

Viral  laryngotracheitis  and  laryngotracheobronchitis 
are  two  distinct  clinical  illnesses  that,  together  with 
spasmodic  croup,  are  usually  considered  by  the 
pediatrician  under  the  heading  of  croup.  The  first  two 
entities  are  caused  by  many  viruses.  Differentiation  can 
sometimes  be  based  upon  the  clinical  features  and 
evidence  of  inflammatory  progression  down  to  the  lower 
airway  and  lung  parechyma."’  " The  etiology  and 
epidemiology  were  revised  recently. An  etiologic  agent 
was  isolated  in  37.6  per  cent  of  951  patients. 
Parainfluenza  viruses  accounted  for  74.2  per  cent  of  all 
isolates;  type  1 was  the  most  frequent  (48.1  per  cent) 
followed  by  type  3 (17.5  per  cent)  and  parainfluenza 
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type  2 (8.6  per  cent).  Other  organisms  isolated  were 
respiratory  syncitial  virus,  influenza  A virus, 
MvcopUisnia  pneumonia  and  influenza  B virus. 
Parainlluenza  viruses  predominated  in  all  age  groups. 
Respiratory  syncitial  viruses  were  most  commonly 
encountered  in  children  less  than  five  years,  whereas 
influenza  viruses  and  Mycoplasma  pneumonia  were 
more  frequently  isolated  after  the  age  of  five  to  six  years. 
When  children  with  lower  respiratory  infections  were 
evaluated  for  the  occurrence  of  croup,  parainfluenza 
viruses  were  found  to  be  the  most  frequently  implicated, 
specially  type  1 and  type  2.  Respiratory  syncitial  viruses 
were  other  common  cases  but  influenza  viruses  A and  B 
were  relatively  infrequent. 

The  majority  of  cases  occur  in  late  fall  and  winter, 
within  the  first  three  years  of  life  with  a peak  incidence  in 
the  second  year.  Boys  are  1.43  times  more  commonly 
affected  than  girls. 

At  the  onset  of  the  virus  infection,  nasal  stuffiness  and 
throat  irritation  reflect  the  primary  sites  of  involvement. 
There  is  redness  and  swelling  of  the  lateral  walls  of  the 
trachea,  just  below  the  vocal  cords  which  are  swollen  and  with 
impaired  mobility.  As  the  disease  progresses  the  subglottic 
space  becomes  further  obstructed  by  an  exudative 
material.'''  The  clinical  symptoms  appear  after  a mild 
coriza  of  1 2 to  48  hours  duration.  Temperature  elevations 
from  37.8° C to  40.5°  C occur  during  the  first  24  hours. 
Usually  the  patient  has  croupy  cough  with  inspiratory 
stridor,  slight  tachypnea  and  prolonged  expiratory 
phase.  Dysphagia,  drooling  and  toxic  appearance  are 
uncommon.  In  uncomplicated  cases  the  symptoms  last 
for  about  3 to  7 days.  In  other  cases  obstruction 
progresses  and  may  become  so  severe  that,  without  inter- 
vention, death  will  rapidly  occur.  As  many  as  3 to  5 per 
cent  of  patients  may  require  mechanical  relief  of  obstruc- 
tion.^' 

Laboratory  results  are  usually  not  helpful.  The  white 
blood  cell  count  is  frequently  elevated  with  a shift  to  the 
left.  Very  high  levels  (above  20,000)  associated  with  band 
form  neutrophils  should  suggest  epiglottitis  or  bacterial 
superinfection.''  Neck  roetgenograms  will  show  a 
narrowed  subglottic  space.  They  are  of  value  in  establish- 
ing the  diagnosis,  but  not  in  predicting  the  cause  of  the 
illness. 

The  management  varies  from  case  to  case.  Usually  it 
is  conservative.  It  is  important  not  to  separate  the  parents 
from  the  patient.  Mist  therapy  is  the  cornestone  of  croup 
management.  This  will  reduce  the  viscosity  of  laryngeal 
secretions,  prevent  plugging  and  allow  easier  removal  of 
secretions  by  coughing.22  The  temperature  of  the 
nebulized  air  need  not  to  be  cold  but  should  be 
confortable.  Mist  tents,  nasal  cannulae,  and  head  boxes 
are  all  useful  but  the  child’s  reactions  to  them  are 
unpredictable.  Oxygen  should  be  administered  to  the 
hypoxemic  child  only,  since  the  drying  effect  of  oxygen  is 
detrimental  to  the  removal  of  tracheal  exudate. 

The  role  of  steroids  remains  a subject  of  controversy. 
In  studies  revised  by  Cherry,  it  appears  that  steroids 
entail  neither  great  benefit  nor  excess  risk  when  used  for  a 
short  period  of  time.''  Recently,  Koren  and  Leipzig  et 
ai23,24  evaluated  the  role  of  steroids  in  croup.  In  one 
study, dexamethasone  was  used  intramusculary  in  a 
single  dose  of  0.6  mg/ kg.  They  concluded  that 


dexamethasone  did  not  influence  the  course  of 
laryngotracheitis  but  may  be  of  benefit  in  some  cases  of 
spasmodic  croup.  In  the  other  study, dexamethasone 
0.3  mg/kg  was  administered  upon  admission  and  repeat- 
ed 2 hours  later.  It  hastened  the  recovery  from  acute 
laryngotracheobronchitis  when  compared  with  a 
placebo.  These  two  studies  have  been  questioned  by 
others. '5  Since  1966  nebulized  racemic  epinephrine  has 
been  used.  A recent  review'''  concluded  the  following;  (1) 
no  clinical  benefit  was  derived  from  racemic  epinephrine 
delivery  by  aerosol  with  face  mask  without  IPPB;  (2) 
racemic  epinephrine  with  IPPB  is  better  than  IPPB 
alone;  (3)  racemic  epinephrine  treatment  in  hospital  may 
avoid  endotracheal  intubation;  (4)  significant  rebound 
follows  racemic  epinephrine  therapy  so  that  it  frequently 
needs  to  be  repeated;  (5)  it  is  not  recommended  for  mild 
croup  or  as  an  outpatient  modality.  We  have  been  using 
racemic  epinephrine  by  aerosol  through  face  mask  and 
have  observed  decreases  in  the  degree  of  inspiratory 
stridor  and  respiratory  distress.  This  has  been  reported 
by  others'^  although  the  course  of  the  disease  may  not  be 
altered.”  Antimicrobial  agents  are  not  indicated  except 
when  there  are  secondary  bacterial  infections. 

The  airway  management  should  be  considered  if  there 
is  progressive  airway  obstruction  not  responding  to 
medical  management  or  the  patient  presents  severe 
obstruction.  As  in  epiglottitis,  visualization  should  be 
done  at  the  operating  room  in  a controlled  situation. 
Whether  to  perform  endotracheal  intubation  or 
tracheostomy  depends  upon  the  team  responsible  for  the 
airway.  Some  advocate  the  use  of  tracheostomy  in 
laryngotracheitis  because  of  the  nature  of  the  pathology 
which  is  generally  subglottic  and  sometimes  is  very 
difficult  to  pass  an  endotracheal  tube.  This  is  obviated  by 
a tracheostomy  which  reaches  distal  to  the  lesion.  The 
duration  of  the  artificial  airway  is  usually  longer  than  for 
epiglottitis  and  extubation  or  decannulation  should  be 
considered  when  the  child  can  breath  around  the  artificial 
airway. 

Pulmonary  function  and  bronchial  reactivity  have 
been  evaluated  after  croup.'*  A high  incidence  of 
increased  bronchial  reactivity  has  been  found  in  children 
who  had  croup.  The  exact  mechanism  for  this  is  still 
unclear.  It  has  been  suggested  that  children  with  croup 
may  be  a population  susceptible  to  developing  chronic 
obstructive  airway  disease  as  adults.  Others  suggest 
involvement  of  both  upper  and  lower  respiratory  tracts  in 
the  airways  hyperreactivity  of  children  with  recurrent 
croup.”  In  children  less  than  one  year-old  with  three  or 
more  episodes  of  croup  the  possibility  of  congenital 
subglottic  anomally  such  as  congenital  subglottic 
stenosis  has  been  suggested,  emphasizing,  the  need  for 
direct  visualization  in  these  children. 

Spasmodic  croup  is  somewhat  of  an  enigma.  It  has 
been  associated  with  respiratory  viral  infections  similar 
to  those  that  cause  more  severe  laryngotracheitis  or 
allergic  processes.  It  occurs  in  children  3 months  to  3 
years  of  age.  The  onset  is  usually  at  night  in  a child  who 
was  thought  to  be  well  or  to  have  had  a mild  coryza,  who 
awakens  with  sudden  dyspnea,  croupy  cough  and 
inspiratory  stridor. 

The  patient  is  afebrile.  The  symptoms  are  the  result  of 
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sudden  subglottic  edema.  It  has  a family  predisposition 
and  tends  to  recur.  Roentgenograms  and  laboratory 
evaluation  are  not  useful.  In  almost  all  instances 
spasmodic  croup  will  respond  to  the  administration  of 
moist  air  or  a subemetic  dose  of  syrup  of  ipecac.'^  Some 
benefit  has  been  suggested  from  the  use  of 
dexamethasone  in  spasmodic  croup^^  specially  in  severe 
cases  that  do  not  improve  spontaneously. 


Bacterial  Infraglottitis 

This  is  an  acute  infection  of  the  upper  airway  with 
marked  subglottic  edema  and  purulent  tracheal 
secretions  recently  described  by  some  investigators  as  a 
new  syndrome.^f*  In  the  literature  it  has  been  reported 
since  1919  in  the  first  edition  of  the  Textbook  of 
Pediatrics,  Philadelphia,  WB  Saunders.  The  term  of 
pseudomembranous  laryngitis  was  first  used.  In  1944, 
Neffson^'  described  a syndrome  with  severe  respiratory 
stridor  following  a croup  like  illness.  Hemolytic 
streptococci  or  Haemophilus  influenzae  were  recovered 
from  trachael  secretions.  At  that  time,  the  consensus  was 
that  bacterial  pathogens  invaded  the  larynx  after  an 
influenza  viral  infection. 

In  1945,  C.L.  Jackson^^  described  this  condition  as 
acute  infective  laryngotracheobronchitis.  He  stated  that 
the  first  accurate  description  of  this  disease  was  made  in 
1823  by  a French  clinician.  His  father,  C.  Jackson 
introduced  the  concept  in  1912  in  the  American 
literature.  His  report  described  an  entity  similar  to  that 
previously  mentioned  with  a mortality  rate  of  about  70 
per  cent  prior  to  the  use  of  antibiotics.”  In  the  I940’s 
infectious  croup  was  described  by  Rabe^^’^^»^^  as  being 
caused  by  non  bacterial  organisms  as  well  as  H. 
influenzae.  The  latter  confirmed  the  report  made  by 
Sinclair”  identifying  Haemophilus  influenzae  as  the 
bacterial  etiology  of  acute  epiglottitis.  In  the  1950’s  and 
1960’s,  further  studies  failed  to  identify  a bacterial 
etiology  for  the  common  croup  as,  described  by  Rabe. 
This  probably  strengthened  the  perceived  role  of 
Haemophilus  influenzae  in  acute  epiglottitis  and  of 
viruses  or  Mycoplasma  pneumonia  as  etiologic  agents  of 
common  croup.  In  1979,  Jones  et  al  introduced  again  the 
bacterial  tracheitis  syndrome  emphasizing  the  role  of 
bacteria  at  the  site  of  the  infectious  process.  They 
reported  8 cases  of  acute  upper  airway  obstruction  with 
clinical  and  laboratory  features  common  to  both  croup 
and  epiglottitis,  that  required  intensive  therapy  including 
endotracheal  intubation  or  tracheostomy.  Since  then, 
several  reports  have  been  made  under  various  titles: 
pseudomembranous  croup^^,  membranous 
laryngotracheobronchitis”. ‘*0’  bacterial  tracheitis'"-^'^ 
and  bacterial  croup. 

In  the  pathogenesis  of  bacterial  tracheitis  the  role  of 
bacterial  pathogens  secondary  to  a viral  illness  has  been 
suggested  since  early  descriptions  of  the  syndrome.” 
Initially,  the  hypothesis  was  not  supported  by  positive 
viral  cultures  or  serology.  Of  31  patients  in  the  recent 
literature  in  whom  the  clinical  syndrome  was  confirmed 
and  viral  studies  were  performed,  5 1 per  cent  had  positive 
viral  cultures  or  serologic  results  for  parainfluenza  virus. 


influenza  or  enterovirus.  The  most  frequently  isolated 
bacterial  organism  was  Staphylococcus  aureus  in  51  of  75 
(68  per  cent)  cases  recently  reported.  Other  bacteria 
isolated  were  alpha  hemolytic  streptococcus,  group  A 
Beta  hemolytic  streptococci.  Streptococcus  pneumonia, 
Haemophilus  influenzae,  Pseudomonas  aeruginosa  and 
proteus  species.  Many  reports  include  multibacterial 
flora.  The  possibility  of  a primary  bacterial  infection  still 
needs  further  studies  to  confirm  or  discourage  this 
hypothesis.  A recent  report  discourages  the  theory  of 
primary  bacterial  infection:  influenza  B virus  was 
isolated  from  two  children  with  infraglottic 
staphylococal  infection  suggesting  secondary  bacterial 
infection  following  a viral  illness.'*^ 

Like  viral  croup,  the  bacterial  infection  appears  to  be 
more  prevalent  in  the  winter  months  when  parainfluenza 
viruses  are  more  common.  Liston  et  al  recovered 
parainfluenza  virus  type  1 from  six  of  seven  viral  throat 
cultures  done  in  patients  with  bacterial  infraglottitis 
during  a two-month  upsurge  of  croup  in  the  community 
studied. More  than  half  of  the  total  hospital  admissions 
at  his  institution  occurred  in  those  two  months.  In  the 
recent  literature,  age  incidence  varied  from  3 weeks  to  12 
years  with  71  per  cent  occurring  in  35  patients  less  than 
five  years-old.  The  mean  age  was  1.29  years  with  a male- 
female  ratio  of  1.5. 

The  clinical  presentation  has  some  features  of  both 
croup  and  epiglottitis.  Symptoms  begin  as  a mild  upper 
respiratory  tract  infection  and  progress  in  one  to  six  days 
to  stridor,  barking  cough,  fever,  hoarseness,  upper 
airway  obstruction  and  moderate  to  severe  respiratory 
distress.  In  some  children  the  process  is  very  rapid  from 
being  well  to  acute  respiratory  distress  within  hours. 
These  children  are  usually  toxic  and,  unlike  patients  with 
epiglottitis,  do  not  drool  saliva  and  prefer  to  lie  flat  rather 
than  sitting  up.  With  this  clinical  picture  a life- 
threatening  upper  airway  obstruction  must  be  considered 
and  measures  should  be  taken  similar  to  those  described 
for  airway  management  of  epiglottitis. 

Neck  roentgenograms  are  obtained  unless  the  patient 
has  cyanosis  or  severe  upper  airway  obstruction.  The 
patient  should  always  be  accompanied  by  an  experienced 
endoscopist.  Subglottic  narrowing  is  the  most  frequent 
finding  with  no  roentgenographic  changes  that  will 
distinguish  bacterial  from  viral  infraglottitis.  Han  et  al 
identified  a membrane-like  structure  in  lateral  neck 
roetgenograms  suggesting  the  diagnosis  of  infraglottic 
bacterial  infection  in  18  per  cent  of  their  patients.”  They 
also  noted  that  the  radiographic  appearance  may  change 
in  subsequent  roentenograms.  Only  one  case  reported  by 
Liston  et  al  had  enlarged  epiglottis. The  aryepiglottic 
folds  and  arytenoids  are  not  deformed.  In  69  per  cent  of 
the  cases  revised  in  the  recent  literature  there  was 
evidence  of  pulmonary  infiltrate  on  initial  chest 
roentgenogram.  Clinical  and  radiologic  findings  may 
also  resemble  foreign  body  aspiration.” 

The  white  blood  cell  count  ranges  between  5,900  and 
27,800/ mm^  with  shift  to  the  left  and  increase  in  band 
forms.  Unlike  acute  epiglottitis,  blood  cultures  are 
negative  suggesting  that  it  usually  is  a non-bacteremic 
condition.  Latex  agglutination  tests  and 
counterimmunoelectrophoresis  techniques  have  not  been 
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evaluated  in  identification  of  bacterial  pathogens  in 
bacterial  infraglottitis.  The  gram  stain  and  culture  of 
tracheal  secretions  have  been  extremely  valuable  in 
identifying  the  bacterial  etiology  in  the  reported  cases. 

A definite  diagnosis  is  made  by  direct  visualization  of 
the  larynx  and  trachea.  This  procedure  is  indicated  in  any 
child  with  a life-threatening  upper  airway  obstruction  or 
any  child  with  croup  who  does  not  respond  to  the  usual 
treatment  with  racemic  epinephrine  and  humidification. 
This  lack  of  response  has  been  confirmed  by  several 
authors.  Direct  laryngoscopy  reveals  normal  supraglottic 
structures  with  no  swelling  or  erythema  of  the  epiglottic 
or  aryepiglottic  folds.  The  vocal  cords  and  subglottic  area 
are  edematous,  inflammed,  and  mucopurulent  secretions 
may  be  seen  within  the  trachea.  Bronchoscopy  will  reveal 
significant  subglottic  narrowing  with  abundant  thick 
purulent  secretions  within  the  tracheobronchial  tree.  In 
half  of  the  reported  cases  membranes  consisting  of 
mucopurulent  material  were  found  adherent  to  the 
subglottic  mucosa  and  the  others  had  mucopurulent 
exudate  within  the  trachea.  The  membranes  are  formed 
by  cellular  debris,  neutrophils  and  bacterial 
pathogens. 38,39  one  case  the  pseudomembrane 

extended  beyond  the  tracheobronchial  tree  to  the 
esophagus  and  stomach. In  another  the  patient’s  stridor 
cleared  after  removing  a thick  inspissated  purulent 
mucus  cast  that  was  found  adherent  to  the  tracheal  wall.^o 

The  airway  management  requires  either  a 
tracheostomy  or  endotracheal  intubation  although  there 
have  been  several  reports  of  patients  successfully 
managed  only  with  suctioning,  humidity  and  1PPB.30,44 
Eight  of  the  17  patients  reported  by  Liston  et  al  were 
managed  with  observation  or  endoctracheal  intubation 
had  a cardiorespiratory  arrest. Two  of  these  patients 
died  while  only  1 of  9 patients  who  underwent 
tracheostomy  died.  In  this  series  41  per  cent  of  the 
patients  had  a life-threatening  complication  including 
accidental  extubation,  pneumothorax,  airway 
obstruction  and  death.  Two  of  the  children  suffered 
respiratory  arrest  at  the  time  of  extubation  when  no 
purulent  secretions  were  being  used  suctioned  from  the 
tracheobronchial  tree.  They  were  afebril  and  appeared 
ready  for  extubation.  Fewer  complications  were 
encountered  when  tracheostomy  was  performed 
electively  early  in  the  management  of  the  disease,  rather 
than  as  an  emergency.  Therefore,  tracheostomy  was 
recommended  over  endotracheal  intubation  for  the 
treatment  of  bacterial  infraglottitis.  An  additional 
advantage  of  tracheostomy  is  that  suctioning  of  purulent 
material  via  a tracheostomy  is  easier  to  perform  and  more 
effective. 

Early  endotracheal  intubation  with  vigorous  tracheal 
toilet  and  close  monitoring  in  an  intensive  care  unit  has 
been  employed  effectively  in  the  management  of  more 
than  fifty  cases  reported.  Five  of  these  patients  developed 
cardiorespiratory  arrest. Only  one  of  these  died:  a 
child  who  appeared  to  be  ready  for  extubation. 
Humidification  of  the  airway  with  frequent  suctioning 
and  prompt  recognition  of  an  obstructed  tube  is  the 
cornerstone  in  the  management  of  the  airway  in  these 
patients.  Tracheostomy  should  be  considered  if  thick 
purulent  secretions  are  a problem  and  management  via 


endotracheal  tube  becomes  difficult.  Jones  et  al  reported 
that  after  2 or  3 days  of  appropriate  antibiotic  therapy, 
fever  disappeared,  purulent  secretions  diminished  and 
the  patient  could  be  extubated.^o  In  another  report,  the 
duration  of  artificial  airway  varied  from  2 hours  to  4 
weeks. 38  This  suggest  that  each  patient  must  be 
considered  separately  before  deciding  about  extubation. 

Medical  therapy  includes  antimicrobial  agents  guided 
by  the  results  of  the  gram  stain  of  the  tracheal  aspirate. 
Since  Staphylococcus  aureus  is  the  most  frequent, 
etiologic  agent  antistaphylococcal  therapy  should  be 
administered  initially.  The  choice  of  a second 
antimicrobial  is  more  difficult  because  of  the  range  of 
organisms,  other  than  Staphylococcus  aureus,  that  have 
been  associated  with  this  entity.  Among  those  that  have 
been  recommended  as  additional  drugs  are:  ampicillin, 
carbenicillin  and  gentamicin  or  a third  generation 
cephalosporin. 

Comments 

Our  patient  fulfilled  the  criteria  previously  described 
for  infraglottic  bacterial  infection.  This  one  year-old  girl 
began  with  a viral  croup-like  syndrome  followed  by  high 
fever,  dyspnea,  stridor  and  toxicity.  Her  initial 
roentgenogram  showed  subglottic  narrowing  with  a left 
upper  lobe  patchy  infiltrate.  Direct  laryngoscopy  showed 
a normal  epiglottis  with  a mucopurulent  discharge 
draining  from  the  subglottic  space.  Staphylococcus 
aureus  was  recovered  from  culture.  The  clinical  course 
with  manifestations  of  leukopenia,  shock  and  adult 
respiratory  distress  syndrome  constitutes  an  unusual  one 
for  bacterial  infraglottitis.  Bacterial  tracheitis  associated 
with  toxic  shock  syndrome  has  been  recently  reported. 
This  suggest  that  bacterial  infraglottitis  is,  not  only  a life- 
threatening  condition  due  to  upper  airway  obstruction, 
but  can  also  be  by  associated  systemic  complications. 

Although  we  did  not  perform  viral  cultures  or 
serologic  studies,  we  postulate  an  initial  viral  infection 
followed  by  a bacterial  superinfection  as  has  been 
confirmed  by  others. influenza  A virus  depresses  the 
antibacterial  immunity,  impairs  mucociliary  clearance 
and  enhances  the  adherence  of  5.  aureus  to  the 
respiratory  cells.^°  Of  nine  (9)  patients  with  concomitant 
viral  and  bacterial  pneumonia  only  patients  with 
influenza  virus  and  S.  aureus  had  marked  leukopenia.  In 
children,  influenza  B virus  can  cause  serious  pulmonary 
illness  associated  with  leukopenia. 3'  These  observations 
make  initial  influenza  virus  infection  a possibility  in 
our  patient. 

A striking  event  in  our  patient  was  the  development  of 
adult  respiratory  distress  syndrome.  This  had  been 
previously  reported  in  children  occurring  within  72  hours 
after  pulmonary  insults  such  as  sepsis,  shock,  trauma, 
near  drowning  or  burn. 33,  55  \ recent  revision  based  the 
diagnosis  of  adult  respiratory  distress  syndrome  on  the 
following  criteria:  an  acute  triggering  illness  or  injury;  the 
need  for  mechanical  ventilation  with  minimal  PEEP  of  6 
cm  HjO  within  72  hours  after  the  triggering  event;  the 
need  for  mechanical  ventilation  for  at  least  5 days  and 
FÍO2  over  0.5  for  at  least  12  hours  during  mechanical 
ventilation;  radiographic  e\idence  of  diffuse  bilateral 
alveolar  infiltrates,  and  previously  normal  lungs.3í’  Our 
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case  met  all  these  criteria  during  her  illness.  The 
accumulation  of  neutrophils  in  the  lungs  of  patients  with 
adult  respiratory  distress  syndrome  is  well  established 
but  the  significance  of  this  finding  is  still  unclear. The 
shift  in  the  neutrophil  count  to  profound  neutropenia 
observed  in  our  patient  during  the  initial  phase  of  her 
illness  could  be  related  to  such  accumulation.  Adult 
respiratory  distress  syndrome  has  been  previously 
reported  in  patients  with  toxic  shock  syndrome 
secondary  to  S.  aureus.  A greater  incidence  of  adult 
respiratory  distress  syndrome  was  noted  in  pre- 
adolescents when  compared  with  adults.  Our  patient 
developed  shock,  which  represents  a pulmonary  insult 
that  might  lead  to  the  development  of  adult  respiratory 
distress  syndrome.  The  role  played  in  this  syndrome  by 
life-threatening  staphylococcal  infections  in  children 
needs  further  investigation. 

Another  consideration  is  the  report  of  pulmonary 
edema  associated  with  upper  airway  obstruction.” 
Positive  end  expiratory  pressure  greater  than  10  cm  HjO 
was  required  in  some  patients  but  complete  criteria  for 
adult  respiratory  distress  syndrome  were  not  met. 
Recently,  Musewe  et  al  reported  a 23  month-old  child 
who  developed  acute  epiglottitis  associated  with  adult 
respiratory  distress  .syndrome.®*’  Our  patient  and  this 
recent  report  suggest  that  upper  airway  obstruction  may 
play  a role  ifi  the  development  of  adult  respiratory 
distress  syndrome  in  children  and  must  be  considered  as  a 
predisposing  factor. 

Resumen:  Se  discute  el  Croup  infeccioso  en  niños 

con  énfasis  en  traqueitis  bacteriana,  una  condición  seria 
pero  poco  reconocida.  Reportamos  el  caso  de  una  niña  de 
un  año  de  edad  que  comenzó  con  un  cuadro  clínico 
simulando  una  infección  infraglótica  viral  que  progresa 
en  tres  días  a una  obstrucción  severa  de  vía  aérea 
secundaria  a una  infección  por  Staphylococcus  aureus. 
Además,  desarrolla  síndrome  de  dificultad  respiratoria 
del  adulto  sugiriendo  que  en  infantes  la  obstrucción  de 
vía  aérea  puede  ser  factor  predisponente  para  este 
síndrome  como  lo  es  para  edema  pulmonar. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  Its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


In  Hypertension*. . . 
When  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  impaired. 
If  supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities, It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically  serum  K"''  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  K+  intake.  Asso- 
ciated widened  QRS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  iaundice,  thromboc^openia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally a patient  transferred  from  the  single  entities  of  Dyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide:  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxante  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  giycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods.  Corrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium. 
Chloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  PBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  'Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions:  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances;  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Food  Allergies  and  Other 
Food  Sensitivities* 


Some  people  experience  individualistic  adverse  reac- 
tions to  foods  that  most  other  people  can  eat  with 
no  ill  effects.  These  food  sensitivities  include  true  food 
allergy  and  various  types  of  nonallergic  food  sensitivities.' 

Food  Allergy 

True  food  allergy  is  an  adverse  reaction  to  a food  or 
food  component  involving  the  body’s  immune  system.^ 
There  are  four  types  of  allergy,  but  only  two  have 
definitely  been  associated  with  food: 

• Type  I Allergy,  also  known  as  food  anaphylaxis  or 
immediate  hypersensitivity.  The  symptoms  result  from 
the  release  of  pharmacologically  active  substances 
(mediators)  such  as  histamine  from  mast  cells  or 
basophiles  in  the  body  as  a consequence  of  interaction 
between  immunoglobulin  E (IgE)  and  the  food  com- 
ponent (usually  protein)  which  causes  the  reaction  (the 
allergen).  Reactions  usually  occur  within  a few  minutes  to 
several  hours  after  consumption  of  the  offending  food. 

Exercise-induced  food  anaphylaxis  occurs  when  the 
specific  food  is  ingested  just  before  or  after  exercise.^ 
However,  many  cases  of  exercise-induced  anaphylaxis 
are  not  related  to  foods.** 

• Type  IV  Allergy,  also  called  cellular  or  delayed 
hypersensitivity.  This  type  of  allergy  involves  the  reaction 
of  certain  sensitized  cells,  usually  lymphocytes,  to  the 
specific  allergen,  but  the  precise  mechanism  is  poorly 
understood.  Symptoms  appear  6-24  hours  after  con- 
sumption of  the  offending  food. 

Allergic  reactions  have  been  associated  with  virtually 
every  food  in  the  American  diet.  The  most  common 
allergenic  foods  are  cow’s  milk,  eggs,  peanuts,  soybeans, 
tree  nuts,  fish,  shrimp  and  other  crustaceans,  and 
shellfish. 


*Conlemporary  Nulhlion,  yol.  10,  No.  II.  November  I9H5.  Reprinted 
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Nonallergic  Food  Sensitivities 

Many  food  sensitivities  do  not  involve  the  immune 
system: 

• Metabolic  Food  Disorders,  or  intolerances,  result  from 
a defect  in  metabolism.  For  example,  lactose  intolerance 
is  caused  by  a deficiency  of  the  intestinal  enzyme  essential 
for  the  metabolism  of  lactose.^ 

• Anaphylactoid  Reactions  are  caused  by  the  ingestion  of 
substance  that  release  from  the  body’s  mast  cells  the 
chemical  mediators  (triggers)  of  allergic  reactions,  such 
as  histamine,  but  without  the  interaction  with  IgE  that 
occurs  in  food  anaphylaxis.  Strawberries,  shellfish  and 
chocolate  can  allegedly  induce  such  reactions. 

• Allergy-Like  Food  Intoxication  results  from  the 
ingestion  of  a chemical  mediator  of  allergic  reaction.  The 
only  known  example  is  histamine  poisoning,  or 
“scombroid  fish  poisoning,”  which  is  most  commonly 
associated  with  the  consumption  of  spoiled  fish.^ 

• Secondary  Food  Sensitivity  occurs  with  or  after  the 
effects  of  other  conditions.  Examples  include  intolerances 
secondary  to  certain  gastrointestinal  disorders'  and 
increased  sensitivities  among  patients  on  various  drugs. ^ * 

• Food  Indiosyncrasy  occurs  through  unknown  mechan- 
isms, even  psychosomatic  illness.  Examples  are  food- 
associated  migraine  headache,  Chinese  Restaurant 
Syndrome  and  asthma  induced  by  sulfite  or  tartrazine,  a 
yellow  dye. 

Prevalence 

Popular  views  of  the  prevalence  of  food  sensitivities 
tend  to  err  on  the  high  side,  as  a result  often  inaccurate 
self-diagnosis  and  parental  diagnosis.  Studies  of  children 
have  shown  that  two-thirds  of  the  adverse  reactions 
reported  by  parents  cannot  be  confirmed  by  double-blind 
food  challenges.’  This  situation  is  occasionally  com- 
pounded by  physicians  who  too  readily  use  “food 
allergy”  as  a convenient  diagnosis  for  unexplainable 
maladies. 

Because  people  often  do  not  seek  treatment  or  the 
conditions  are  not  properly  diagnosed,  the  extent  of  true 
food  allergies  is  not  known.  In  all  likelihood,  food 
anaphylaxis  affects  less  than  1%  of  the  population.  The 
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incidence  of  non-lgE-mediated  food  allergies  is  unknown 
because  good  diagnostic  tests  are  not  available. 

Lactose  intolerance  and  celiac  disease  are  the  most 
common  food  sensitivities.  Lactose  intolerance  in 
varying  forms  of  severity  may  affect  all  segments  of  the 
population.’  Celiac  disease — an  adverse  reaction  to 
gluten,  the  protein  in  wheat,  rye,  barley  and  oats — may 
affect  1 in  3,000  individuals  in  the  U.S.*'’ 

Tartrazine-induced  asthma  is  estimated  to  affect  4%- 
6%  of  all  aspirin-sensitive  asthmatics  (about  5,000  people 
in  the  U.S.).",  Sulfite-induced  asthma  is  estimated  to 
affect  from  5%-10%  of  severe  or  steroid-dependent 
asthmatics  (about  90,000  people  in  the  U.S.)’’  to  5%-10% 
of  all  asthmatics  (about  450,000  people). 

Many  food  sensitivities  are  inherited.  True  food 
allergies  are  much  more  likely  to  develop  in  children  of 
allergic  parents  than  in  children  of  nonallergic  parents. 
Lactose  intolerance  occurs  in  up  to  90%  of  some  ethnic 
groups.  Whether  food  idiosyncrasies  are  inherited  is 
uncertain. 

The  prevalence  of  food  sensitivities  tends  to  vary  with 
age.  About  5%  of  all  infants  under  6 years  of  age  risk 
adverse  reactions  to  foods.  The  most  frequently  encoun- 
tered reaction  (rash  and/or  diarrhea  after  being  fed  fruit 
or  fruit  juices)  is  likely  to  be  nonallergic.'®  Infants  with 
true  food  allergies  tend  to  outgrow  their  sensitivities 
within  a few  years.’’  Milk  and  egg  allergies  more  often 
decline  or  disappear  with  increasing  age  than  peanut  and 
fish  allergies.  Lactose  intolerance  becomes  more  com- 
mon as  we  grow  older  because  intestinal  lactase  activity 
decreases.’  Allergies  can  develop  at  any  age,  although 
infants  are  most  susceptible. 

Symptoms 

“Lactose”  intolerance  gives  the  victim  gastrointestinal 
symptoms,  such  as  flatulence,  cramping  and  diarrhea 
after  ingestion  of  a provoking  dose  of  lactose.  Celiac 
diasease  is  characterized  by  gastrointestinal  symptoms, 
but  it  can  also  involve  weight  loss,  failure  to  grow, 
anemia,  chronic  fatigue,  bone  pain,  muscle  cramps  and 
skin  disorders. 

With  true  food  allergies,  gastrointestinal  symptoms  are 
most  common,  but  skin  and  respiratory  systems  may  also 
be  affected.  “Anaphylactic  shock,”  a rare  but  potentially 
life-threatening  result  of  true  food  allergy,  can  result  in 
severe  itching  and  hives,  perspiration,  constriction  of  the 
throat,  breathing  difficulties,  lowered  blood  pressure, 
unconsciousness  and  death,  often  rapidly. 

The  symptoms  of  anaphylactoid  reactions  and 
histamine  poisoning  are  very  similar  to  the  those 
observed  with  food  allergies.  Lood  idiosyncrasies  can 
have  a host  of  different  symptoms  involving  the  stomach, 
intestines,  bowel,  skin,  lungs,  blood  and  nervous  system. 

Diagnosis 

The  diagnosis  of  food  sensitivities  can  be  complicated, 
given  the  variety  of  disease  mechanisms  and  symptoms 
that  can  be  involved.  Diagnosis  should,  in  many  cases, 
include  an  objective  assessment  of  the  possible  contribu- 
tion of  specific  foods  to  the  adverse  reaction.  Challenge 
testing — in  which  the  supect  food  or  food  component  is 


ingested  in  measured  amounts  under  controlled  condi- 
tions— is  the  preferred  method,^  but  it  should  never  be 
performed  on  individuals  who  have  a history  of  severe 
reactions,  such  as  anaphylactic  shock.  Blind  tests, 
especially  double-blind  challenge  tests  where  neither  the 
patient  nor  the  physician  knows  whether  the  patient  is 
receiving  a placebo  or  the  incriminated  food,  are 
especially  useful. 

Challenge  testing  is  not  always  necessary  for  a 
diagnosis  of  food  sensitivity  especially  in  the  case  IgL- 
mediated  food  allergies  where  several  other  diagnostic 
tests  can  be  used.'’  '*  The  skin  prick  test,  using  carefully 
prepared  extracts  of  foods,  is  the  most  common 
procedure  for  diagnosting  Type  I food  allergy.  Most 
experts,  however,  prefer  to  have  skin  prick  tests 
confirmed  by  chanllenge  testing.  Diagnostic  tests  are  not 
routinely  available  to  identify  Type  IV  food  allergies. 

Lactose  intolerance  is  usually  diagnosed  by  giving  a 
fasting  individual  50  g of  lactose  and  measuring  blood 
glucose  levels.  Celiac  diasease  is  usually  diagnosed 
through  intestinal  biopsy  and  the  results  of  elimination 
challenge  trials.  Idiosyncratic  reactions  are  usually 
confirmed  by  challenge  testing  only,  because  other 
reliable  diagnostic  procedures  are  not  available. 

Several  controversial  tests,  including  food  extracts 
placed  beneath  the  tongue  (sublingual  challenges)  and 
cytotoxic  food  testing  are  sometimes  used  to  diagnose 
food  sensitivities,  but  there  is  no  proof  that  these 
procedures  have  any  value. 

Treatment 

Lor  most  food  allergies,  avoiding  the  offending  foods 
is  the  most  effective  treatment.  In  some  cases,  substitute 
foods  can  be  found — e.g.,  soy-based  formula  for  infants 
who  have  problems  with  cow’s  milk.  Simple  foods  used  in 
simple  applications  are  not  too  difficult  to  avoid,  but  a 
food  or  food  component  used  as  an  ingredient  in  a 
formulated  food  (e.g.,  cake,  gravy,  soup,  salad  dressing) 
is  less  obvious.  A sufferer  must  become  an  avid  reader  of 
food  labels  and  also  become  familiar  with  the  composi- 
tion of  standardized  foods,  such  as  mayonaise,  catsup, 
peanut  butter  and  syrup.  Most  food  processors,  if 
approached  through  a letter  that  clearly  explains  the 
individual’s  problem,  are  willing  to  indicate  in  which  of 
their  products  a given  food  or  functional  ingredient  may 
be  found.  The  lack  of  labeling  information  for  restaurant 
foods  can  be  a particular  problem. 

How  selective  or  painstaking  an  avoidance  diet  must 
be  depends  upon  the  individual’s  sensitivity.  Some 
individuals  with  true  food  allergy  may  suffer  adverse 
reactions  to  even  trace  quantities  of  an  offending  food.  For 
these  poeple,  a tolerance  level  (the  threshold  level  at 
which  the  reaction  no  longer  occurs)  may  either  be 
extremely  low  or  not  exist  at  all. 

With  metabolic  food  disorders,  tolerance  levels  do 
seem  to  exist  but  vary  with  the  individual.  Some  lactose- 
intolerant  individuals  can  safely  ingest  small  quantities 
of  lactose  with  no  adverse  reaction,  while  others  must 
carefully  avoid  all  lactose.”’  Tolerance  levels  also  seem 
to  exist  for  some  forms  of  food  idiosyncrasy,  such  as 
sulfite-induced  asthma,  but  may  or  may  not  exist  for 
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Others. 

. Extreme  sensitivity  especially  accompanies  IgE-mediated 
food  allergies.  Persons  who  would  suffer  life-threatening 
reactions  to  minute  traces  of  the  offending  food  should 
carry  epinephrine  (adrenalin)  kits  at  all  times.  Careful 
examination  of  the  patient’s  history  will  usually  specify 
which  individuals  must  take  such  precautions. 

Obviously,  those  few  individuals  with  extreme  sensiti- 
vities should  avoid  the  offending  food  in  all  forms. 
However,  since  it  is  the  protein  in  the  food  that  causes  the 
allergic  reaction,  less-sensitive  allergic  individuals  may  be 
able  to  consume  other  forms  of  the  food.  For  example, 
few  people  are  allergic  to  edible  oils  which  contain  no 
detectable  protein  component,  and  peanut  oil  and 
soybean  oil  have  been  shown  to  be  safe  for  individuals 
with  allergies  to  peanuts  or  soy.^’’ 

Cross-reactivity  can  be  a serious  problem  for  the  food- 
allergic  individual.  For  example,  the  peanut-allergic 
individual  must  be  aware  of  possible  reactions  to  other 
legumes.  Usually,  cross-reactions  occur  between  geneti- 
cally related  foods,  such  as  peanuts  and  soybeans,  shrimp 
and  crab,  or  cow’s  milk  and  goat’s  milk.  Cross-reactions 
do  not  inevitably  occur,  but  they  must  be  considered  in 
constructing  an  avoidance  diet. 

Other  approaches  can  also  help  to  manage  food 
allergies.  Drugs  provide  only  brief,  symptomatic  relief  at 
present.  The  use  of  breast  feeding  to  avert  food  allergies 
in  infants  in  somewhat  controversial.  Most  studies 
indicate  that  prolonged  breast  feeding  (6-12  months)  is 
beneficial  to  prevent  food  allergies  in  infants,  especially 
babies  of  allergic  parents,^^  but  some  studies  indicate  that 
it  has  little  or  no  prophylactic  value. 

Immunotherapy,  or  desensitization  therapy,  for  the 
treatment  of  food  allergies  is  extremely  controversial. 
There  is  no  evidence  that  it  is  beneficial. 

In  somes  cases,  a food  can  be  treated  to  destroy  the 
allergen.  Cooking  may  alter  the  chemical  structure  of  the 
allergen  and  render  it  inactive.  However,  this  does  not 
always  work  and  should  be  used  only  with  proper 
guidance.  Other  methods  remove  or  convert  the 
offending  substances.  Examples  include  use  of  lactase 
enzyme  to  convert  milk  for  lactose-intolerant  individuals 
and  use  of  gluten-free  flour  in  some  baked  products  for 
celiac  patients. 

Conclusions 

Food  allergies  and  other  food  sensitivities  plague  a 
large  number  of  people  with  symptoms  ranging  from  the 
merely  annoying  to  the  life-threatening.  People  with  food 
allergies  or  other  food  sensitivities  must  alter  their  life- 
styles to  avoid  the  offending  foods.  Avoidance  diets  can 
be  a safe  and  effective  treatment,  but  the  skilled  assis- 
tance of  knowledgeable  dietitians  to  help  construct  a 
useful  diet  is  essential.  The  first  step  should  be  to  seek  an 
accurate  diagnosis  from  a clinical  specialist.  Too  often, 
self-diagnosis  and  parental  diagnosis  are  wrong  and  lead 
to  unnecessary  alterations  in  the  diet.  A medically  super- 
vised challenged  test  is  usually  necessary  to  obtain  an 
accurate  diagnosis. 

The  food  industry  must  continue  to  be  alert  to  the 
needs  of  these  consumers  by  providing  accurate  and 


complete  ingredient  lists  and  supplying  additional 
information  on  ingredients  when  asked.  Food  service 
people  also  should  become  informed  about  ingredients  in 
the  foods  they  serve.  Research  in  also  needed  to  develop 
specific  products  for  sufferers  of  food  sensitivities. 

Condensed  by  Neil  H.  Mermelstein,  Senior  Associate  Editor,  Food 
Technology,  from  a Scientific  Status  Summary  published  in  the 
September  1985  issue  of  Food  Technology  by  the  Institute  of  Food 
Technologists’  Expert  Panel  on  Food  Safety  and  Nutrition.  The 
principal  authors  of  the  Scientific  Status  Summary  were  Dr.  Steve  L. 
Taylor  of  the  University  of  Wisconsin  Madison  and  Dr.  Dan  B. 
Gumming  of  Agriculture  Canada. 
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nized  damages  to  the  plaintiff  for  emotional  stress. 
Wayne  County  Circuit  Court  (MI)  No.  82-237-183  NM. 


FAILURE  TO  DIAGNOSE  RARE  BLOOD 
DISEASE— WRONGFUL  DEATH- 
SETTLEMENT  $200,000 


DERMABRASION  FOR  ACNE  CAUSES 
HYPERPIGMENTATION 

The  31-year-old  plaintiff  underwent  a procedure  called 
dermabrasion  for  the  removal  of  scar  tissue  left  by  acne. 
As  a consequence  of  the  treatments  she  developed  areas 
of  hyperpigmentation  and  additional  scarring.  She 
alleged  that  she  did  not  give  informed  consent  as  the  risk 
of  this  particular  complication  was  not  explained  to  her 
by  the  defendant.  She  contends  that  she  now  suffers 
emotionally  as  well  as  physically  from  the  condition.  The 
medical  malpractice  case  was  dismissed  during  the  trial. 
The  jury  reached  a defense  verdict  on  the  issue  of 
informed  consent.  Sandra  and  Roñal  Kossar  v. 'Robert 
Soley,  M.D.,  Orange  Supreme  court  (NY)  No.  6-228- JT-82. 


PATIENT  CHOOSES  ABORTION  RATHER  THAN 
CHANCE  DELIVERY  FOLLOWING 
METHOTREXATE  AND  PREDNISOLONE 
THERAPY  FOR  PSORIASIS— SETTLEMENT  $70,000 

The  experts  for  the  plaintiff  testified  that  the  defendant 
deviated  from  the  standard  of  care  when  he  neglected  to 
perform  a simple  pregnancy  test  prior  to  the  adminis- 
tration of  the  toxic  steroid  prednisolone  with  the  “highly 
controversial  and  extremely  dangerous”  methotrexate, 
and  did  not  take  into  account  their  concomittant 
synergistic  teratogenicity.  The  defendant  chose  this 
combination  rather  than  the  more  conventional  topical 
hydrocortisone  occlusion  technique  in  combination  with 
ultraviolet  light.  When  the  patient  sought  treatment 
elsewhere  due  to  poor  results,  it  was  discovered  that  she 
was  pregnant.  Under  the  circumstances  of  the  drugs  she 
was  taking,  it  was  advised  that  she  have  an  abortion  in 
order  to  prevent  giving  birth  to  a congenitally  deformed 
child.  A subsequent  psychiatric  evaluation  revealed  the 
plaintiff  to  be  suffering  from  severe  reactional  depression 
secondary  to  her  strong  feelings  against  the  needless 
abortion.  The  Wayne  County  Mediation  Panel  recog- 


The  decedent  19-year-old  female  went  to  the  same 
general  surgeon  who  had  previously  operated  on  her  for 
appendicitis  and  ovarian  cyst  in  1979.  She  came  this  time 
with  general  abdominal  discomfort  and  fear  that  she  may 
be  pregnant.  The  defendant  diagnosed  a urinary  tract 
infection  and  noted  that  the  patient’s  eyes  were  icteric.  He 
advised  the  decedent  to  go  to  the  hospital  for  tests,  but  the 
young  lady  refused  and  returned  home.  There  is  conflict- 
ing testimony  following  three  different  contacts  with  the 
defendant  as  to  whether  he  advised  the  patient  to  return 
to  the  hospital  again,  or  whether,  as  the  plaintiffs 
contended,  the  doctor  informed  the  family  that  she  had  a 
mild  case  of  hepatitis  which  would  “run  its  course.”  Six 
days  later,  however,  she  was  admitted  in  critical  condi- 
tion and  expired  from  a rare  blood  disease,  thrombotic 
thrombocytopenic  purpura.  Failure  to  diagnose  and 
treat  was  claimed  by  the  plaintiff.  The  treatment  in 
question  was  a process  called  plasmaphoresis  that  has 
had  some  recent  success  in  similar  cases.  Experts  for  the 
defense  would  have  testified  that  60%  to  80%  of  patients 
with  this  rare  condition  succumb  regardless  of  the 
modality  of  treatment.  The  case  was  settled  for  $200,000 
on  the  second  day  of  trial.  Anonymous  v.  Anonymous, 
Joseph  G.  Abromovitz,  Esquire,  (MA),  for  the  plaintiff. 


FAILURE  TO  DIAGNOSE  REYES  SYNDROME 

The  parents  of  the  decedent  minor  child,  asked  for 
damages  claiming  wrongful  death.  The  plaintiffs  took  the 
child  to  the  defendant  hospital’s  clinic  where  the  child 
was  seen  by  the  cross-defendant  Dr.  Smithson  and  sent 
home  without  medication.  The  child  had  a history  of 
vomiting  and  diarrhea  for  one  day  duration,  without 
fever.  Twenty-four  hours  later  the  infant  was  much  worse 
and  was  taken  on  the  emergency  room  at  the  University 
of  Southern  California  where  it  was  seen  and  released. 
The  child  died  several  hours  later  of  Reyes  syndrome.  The 
plaintiff  claimed  negligence  on  behalf  of  the  defendant 
hospital  for  failure  to  diagnose.  The  defendant  claimed 
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that  at  the  time  the  child  was  seen,  a diagnosis  of  Reyes 
Syndrome  could  not  reasonably  be  made  from  such 
general  symptoms  of  vomiting  and  diarrhea  of  such  short 
duration.  The  defendant  cross-complained  for  idemmity 
that  Dr.  Smithson  was  not  an  agent  ofthe  defendant.  The 
jury  returned  a verdict  in  favor  of  the  defense.  There  was 
no  recovery  on  the  cross-complaint.  The  University  of 
Southern  California  had  settled  prior  to  trial  for  $50,000 
according  to  Jury  Verdicts  Weekly.  Los  Angeles  County 
(CA)  No.  C-3 12-441. 


PULMONARY  EMBOLISM— FAILURE  OF 
PROMPT  DIAGNOSIS  AND  TREATMENT- 
CAUSE  OF  ACTION  FOR  LOSS  OF  CHANCE. 

The  plaintiff  this  case  is  the  executor  who  filed  a 
wrongful  death  action  against  the  surgeon  and  internist 
for  failure  to  adequately  test,  examine,  diagnose  and 
promptly  administer  treatment  for  pulmonary  embolism. 
On  January  31,  1978,  the  decedent  was  admitted  to 
Fairfax  Hospital  for  the  evaluation  and  treatment  of 
severe  low  back  pain.  At  midnight  February  21,  the 
patient  had  the  sudden  onset  of  pleuritic  chest  pain  and 
shortness  of  breath.  He  was  seen  by  the  hospital 
physician  who  examined  him  and  ordered  a chest  X-ray 
and  EKG,  both  of  which  were  normal.  Later  that 
morning  he  was  again  seen  by  the  defendant  Dr.  Koulizakis, 
his  treating  physician  and  orthopedic  surgeon.  Dr.  Koulizakis 
then  consulted  the  defendant.  Dr.  Ball,  an  internist,  who 
examined  the  decedent  and  arrived  at  a working 
diagnosis  of  pneumonia  and  “less  likely  pulmonary 
embolus.”  He  ordered  lab  work,  blood  gasses,  and  chest 
X-ray  “in  the  morning.”  A lung  scan  was  ordered  but 
time  was  not  specified.  On  February  23,  the  patient  went 
for  a lung  scan  which  showed  a pulmonary  embolus.  An 
hour  later  the  patient  had  a cardiopulmonary  arrest  and 
expired.  The  plaintiffs  orthopedic  expert  opined  that 
there  had  occurred  “significant  delays  in  the  diagnosis 
and  treatment  of  a potentially  lethal  condition.”  He 
further  testified  that  merely  referral  to  an  internist  did  not 
satisfy  the  orthopedist’s  standard  of  care.  The  plaintiffs 
expert  in  internal  medicine  stated  that  Dr.  Ball’s  conduct 
in  ordering  test,  and  the  delays  incurred,  were  likewise 
not  consistent  with  the  applicable  standard  of  care.  He 
also  stated  that  a reasonable  prudent  internist  would 
have  started  the  administration  of  Heparin  since  95  to  98 
percent  of  patients  with  this  condition  so  treated  would 
not  die.  The  case  was  initially  tried  before  a jury,  but  at 
the  conclusion  of  the  plaintiffs  case-in-chief,  the  judge 
sustained  a motion  by  the  defense  to  strike  the  testimony 
of  the  experts.  A jury  subsequently  returned  a verdict  in 
favor  of  the  defense.  The  reason  for  the  striking  of  the 
evidence  is  not  apparent  from  the  appeal  record,  said  the 
Virginia  Supreme  Court.  It  pointed  out  that  the 
principles  of  tort  litigation  concerning  issues  of  negli- 
gence and  proximate  cause  are  questions  of  fact 
ordinarily  for  a jury.  The  striking  of  the  expert  testimony 
applies  only  to  those  cases  in  which  it  is  conclusively 
apparent  that  the  plaintiff  has  proven  no  cause  of  action 
against  a defendant.  The  Court  went  on  to  say  that  a 


physician  is  not  an  insurer  of  the  success  of  his  diagnosis 
and  treatment,  nor  is  he  held  to  the  highest  standard  of 
his  profession,  but  he  must,  nevertheless,  demonstrate 
the  degree  of  skill  and  diligence  of  a reasonably  prudent 
practitioner.  Evidence  in  this  case  cited  as  negligence 
included  the  fact  that  both  defendant  doctors  failed  to 
initiate  prompt  diagnostic  procedures  commensurate 
with  the  degree  of  severity  of  a potentially  lethal 
situation.  The  resultant  failure  to  institute  Heparin 
therapy  “destoyed  any  substantial  possiblility  of  the 
patient’s  survival”  and  became  a proximate  cause  of 
death.  The  judgment  in  favor  of  the  defendants  was 
reversed  and  remanded  for  a new  trial  on  all  issues.  331 
S.E.2d  440  (Va.  1985) 


“SEVERE  ANKLE  SPRAIN”  TURNS  OUT  TO  BE 
RARE  LISFRANC’S  DISLOCATION— FAILURE 
TO  FOLLOW  AND  REFER  CAUSE  FOR 
NEGLIGENCE— AWARD  $166,536.68. 


The  Patients  Compensation  Panel  in  Wisconsin 
rendered  a judgment  in  favor  of  the  claimant  in  an  action 
involving  a severe  dislocation  injury  to  the  foot  that 
occurred  in  1976.  The  initial  diagnosis  made  by  the 
respondent  physician  was  “severe  sprain”  and  treated 
accordingly.  The  panel  did  not  find  the  physician 
negligent  in  failing  to  diagnose  a rather  rare  Lisfranc’s 
dislocation,  but  did  cite  negligence  in  the  failure  to  follow 
the  patient’s  condition  or  inform  the  patient  to  return  if 
symptoms  persisted.  They  noted  that  the  respondent 
should  have  made  a referral  to  a specialist  if  the 
symptoms  persisted  for  more  than  twelve  weeks.  Such 
departure  form  the  standard  of  care  was  a cause  of  the 
aggravation  of  the  injury.  The  claimant  was  held  40% 
negligent  for  her  failure  to  seek  other  competent  medical 
care  in  the  intervening  six  years  from  the  onset  of  the 
injury  to  the  diagnosis  and  surgical  repairs  in  1982,  thus 
adding  additional  aggravation  to  her  own  injury.  The 
panel  found  that  the  claimant  suffered  losses  in  the 
amount  of  $272,561.14  with  loss  of  society  and 
companionship  of  $5,000  to  her  husband.  From  these 
amounts  she  was  entitled  to  recover  $163,536.68  and  her 
husband  $3,000.  State  of  Wisconsin  Patients  Compensa- 
tion Panel,  No.  F3-165L 


SILICONE  BREAST  IMPLANTS— WHOLE  BODY 
FOREIGN  BODY  REACTION— JURY  AWARDS 
$1,711,000. 


Thirty-eight-year-old  plaintiff  underwent  the  insertion 
of  silicone  breast  implants,  manufactured  by  defendant, 
following  a bilateral  subcutaneous  mastectomy.  After  the 
implantation,  plaintiff  experienced  arthralgia  in  her 
joints,  cervical  and  axillary  lymphadenopathy,  granu- 
lomas, malaise,  and  weight  loss.  Pathological  examina- 
tion of  regional  lymph  nodes  demonstrated  a foreign 
body  reaction,  and,  at  the  trial,  expert  testimony 
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established  that  the  foreign  body  was  silicone.  Stanford 
University  Medical  Center  diagnosed  plaintiffs  condi- 
tion as  a heightened  cellular  immune  response  to  silicone. 
When  the  implants  were  removed  it  was  discovered,  as 
anticipated,  that  the  implants  had  ruptured  and  were 
leaking  silicone  gel  into  plaintiffs  body.  Following 
removal  of  the  implants,  plaintiffs  condition  improved, 
although  she  will  continue  to  suffer  from  heightened 
cellular  immune  response,  including  lymphadenopathy, 
which  requires  biopsy  of  lymph  nodes  and  surgical 
removal  of  the  enlarged  lymph  nodes.  Plaintiff  contended 
that  defendant  knew  that  silicone  gel  would  cause  a 
cellular  immune  response;  that  defendant  failed  to  suf- 
ficiently test  silicone  implants  and  silicone  gel  for  safety 
and  biocompatibility;  that  the  defendant  knew  that 
implants  could  spontaneously  rupture;  that  such  ruptures 
could  remain  undetected;  and  that  following  a rupture  or 
leak,  silicone  gel  would  migrate  to  distant  sites,  including 
regional  lymph  nodes.  Plaintiff  further  contended  that  all 
of  this  information  was  withheld  from  physicans  and 
patients,  and  that  Dow  Corning  misrepresented  the 
safety  of  implants  and  silicone  gel  in  its  package  inserts 
and  product  literature.  Defendant  denied  these  allega- 
tions and  contended  that  plaintiffs  symptoms  were 
attributable  to  other  medical  causes.  U.S.  Dist.,  San 
Francisco  (CA)  No.  C-83-2348. 


ANALGESIC  BALM  “ICY  HOT”  CAUSES  ULCER 
ON  LEG  AND  LEADS  TO  AMPUTATION 


What  does  evangelist  Billy  Graham  have  to  do  with  a 
products  liability  suit  involving  “Icy  Hot”  in  New 
Orleans?  Well,  nothing,  really.  Except  that  he  stood  in  the 
chain  of  “defendants”  between  the  plaintiff  and  the 
manufacturer — and  how  can  you  sue  Billy  Graham? 
Here’s  what  happened.  The  plaintiff  used  the  analgesic 
balm  “Icy  Hot”  (chief  ingredient  methyl  salicylate),  a 
non-prescription  drug,  on  her  knee  and  it  “burned”  her 
causing  an  ulcer  later  causing  amputation  of  the  leg.  The 
plaintiff  was  a diabetic  and  her  theory  of  the  case  was  that 
the  drug  should  have  come  with  a warning  for  diabetics 
and  people  with  high  blood  pressure.  In  this  regard,  she 
was  supported  by  her  treating  doctors  who  said  it  was 
dangerous  and  caused  her  problems.  The  plaintiffs 
product  liability  expert  was  chemist  Gordon  Goldman, 
Ph.D.,  New  Orleans,  who  analyzed  the  product. 
Plaintiffs  counsel  Edmund  W.  Golden  told  Medical 
Malpractice  Verdicts,  Settlements  & Experts  that  he  felt 
he  was  on  very  solid  ground  on  liability  because 
comparable  products  such  as  “Infra  Rub”  contain  a 
warning.  So  how  did  Billy  Graham  get  involved?  He 
didn’t.  But  it  seems  that  the  manufacturer,  without 
assets,  had  given  the  rights  to  market  the  product  to 
evangelist  Graham.  He  then  transferred  the  rights  to 
Searle  Consumer  Products.  But  the  product  lot  in 
question  had  been  made  and  marketed  not  by  Searle  but 
by  the  prior  company.  And  this  happened  before  the  gift 
to  Graham.  According  to  Goden,  a modest  settlement 
was  reached,  but  he  thinks  this  is  not  the  only  case 


involving  the  product.  U.S.  Dist.  Eastern  District, 
Louisiana  No.  83-2969. 


$5  MILLION  AWARD  WHERE  BIRTH  DEFECTS 
CAUSED  BY  MOTHER’S  USE  OF  SPERMICIDE 


A Federal  court  in  Atlanta  has  awarded  a young  girl  $5 
million,  the  largest  medical-related  verdict  in  Georgia 
history,  for  multiple  birth  defects  she  suffered  as  a result 
of  her  mother’s  use  of  Ortho-Gynol  Contraceptive  Jelly, 
a spermicide  manufactured  by  the  defendant  and  used  by 
the  girl’s  mother  both  fefore  and  after  the  girl  was 
conceived.  The  suit  alleged  failure  to  warn  that  an 
increased  risk  of  birth  defects  accompanied  the  use  of  the 
jelly.  U.S.  Dist.  Northern  District,  Georgia 
No.  82C-1921A 


“OUT  OF  DATE”  POLYURETHANE  CATHETER 
FRACTURES— SETTLEMENT  $290,000 


Suit  involved  an  angiographic  catheter  manufactured 
by  Cordis  which  injured  the  plaintiff  in  Brazil.Tn  April  of 
1974  the  company  began  to  issue  “use  before  date” 
warnings  about  the  product,  stating  that  use  after  three 
years  of  manufacture  could  find  the  polyurethane  brittle 
and  subject  to  fracture.  The  catheter  in  question, 
manufactured  in  February  of  1974,  was  used  in  a renal 
arteriographic  procedure  on  the  plaintiff.  The  catheter 
did  fracture  and  became  lodged  in  the  renal  artery 
causing  subsequent  loss  of  the  kidney.  The  case  was 
settled  prior  to  trial  for  $290,000  according  to  Jury  Trials 
and  Tribulations.  Dade  Connty  (FL)  No.  83-14233  CA20. 
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- INDERAL  LA 
avoids  the  sharp  peaks  ^ 
seen  with  atenolol 


Blood  pressure  controlled 


Once-daily  . _ 

INDERALLA 

ipROPR/mOLHCI) 


Long  Acting 
Capsules 


Smooth  blood  pressure 
control  and  well  tolerated 

Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24-hour  blood  pressure  control.  Convement  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol. 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogen 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


tenolol  over  24  hours*^ 


80  mg  INDERAL  LA 


16  20  24 

♦Plasma  concentrations  in  relation  to  the  mean . 


' Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

' Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good 

Added  bipod  pressure 
cpntrol  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of  controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone.  (Pf^OPRANOLOL  HC-  ¡INDERAL®  LAj 

/HYDROCHLOROTHIAZIDE! 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 

IS  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

INDERIDE  LA 


Once-daify 
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LONG  ACTING 
CAPSULES 


80  mg 


120  mg 


: 1 160  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol, 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRU(3  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


Each  capsule  contains  propranolol HCI  (INDERAL'  LA), 

80  mg,  t20mg,  or  160  rug,  and  l.'/drochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when  | 
propranolol  is  administered  to  a nursing  mother  i 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established  I 

Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  j 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting 
Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  excepl 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutiona!  hyponatremia  may  occui 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis 
tration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  sail 
depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  witf 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolongec 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  befon 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufftcien 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cort 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  agains 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenie 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essentia 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  an^ 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block,  hypotensior 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynau 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomni* 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visuj 
disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  fc 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium,  an 
decreased  performance  on  neuropsychometrics 
Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consi 
pation.  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  aching  an 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura, 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia,  LE  -like  reactions,  psoriasiform  rashes,  dry  eyes;  male  impotence;  ar 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  ski 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  bee 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipatio 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache,  xanthopsia 
Hemaio/og/c  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculit' 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessnes  ■ 
transient  blurred  vision  | 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
therapy  withdrawn 

‘The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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STUDY  SUGGESTS  AIDS  VIRUS  NOT  EASY 
TO  ACQUIRE 


A preliminary  study  of  AIDS  transmission  within  a 
discreet  population  group  suggests  that  the  AIDS  virus  is 
not  easy  to  acquire.  Although  spouses  or  sexual  partners 
of  hemophiliacs  with  symptoms  of  AIDS  may  be  at  risk 
for  contracting  the  virus,  the  study  shows  that  the  risk  for 
other  family  members  appears  to  be  low.  Based  on 
antibody  test  results  of  88  household  contacts  of  43 
hemophiliacs,  the  study  findings  appear  in  JAMA. 

Janine  M.  Jason,  MD,  of  the  Centers  for  Disease 
Control  in  Atlanta,  and  colleagues  report  that  12  of  the 
43  hemphiliac  patient  studied  had  AIDS,  five  had  AIDS- 
related  complex  (ARC),  and  17  were  clinically  well  but 
tested  positive  for  the  AIDS  virus  antibody.  Nine  were 
well  and  tested  negative  for  antibody.  “No  nonhemo- 
philiac household  contacts  (0  of  50)  of  healthy  hemophi- 
liacs were  HTLV-III/LAV  antibody  positive,”  the 
researchers  say.  Two  of  33  contacts  of  hemophiliacs  were 
positive,  they  add.  “One  was  a spouse  and  one  a sexual 
partner  of  a hemophiliac.” 

Household  contacts  of  hemophiliacs  with  AIDS  or 
ARC  and  contacts  of  antibody-positive  hemophiliacs 
had  significantly  lower  numbers  of  lymphocytes,  T helper 
lymphocytes,  and  T suppressor  lymphocytes  than  did 
contacts  of  antibody-negative  hempohiliacs,  the  researcher 
say.  “We  conclude  that  risk  of  HTLV-III/LAV  transmis- 
sion may  exist  for  spouses  and/or  sexual  contacts  of 
hemophiliacs  with  AIDS/ARC,  but  we  cannot  now 
determine  the  risk  for  contacts  of  asymptomatic 
hemophiliacs.” 

The  researchers  note  that  while  two  to  14  sexual 
contacts  of  hemophiliacs  with  AIDS  or  ARC  tested 
positive  for  antibody,  there  were  no  positives  among  the 
29  household  contacts  (including  seven  spouses)  of  clini- 
cally well  antibody-positive  hemophiliacs.  This  dif- 
ference is  not  statistically  significant,  they  say,  pointing 
out  the  need  for  further  evaluations  to  determine  whether 
it  occurred  by  chance  or  whether  it  reflects  varying  infec- 
tivity. 

“Serologic  results  in  two  groups  of  US  hemophiliacs 
suggest  HTLV-III/LAV  seroconversion  became  wides- 


pread between  1981  and  1983,”  the  researchers  say.  They 
add  that  three-fourths  of  hemophilia  A patients  have 
antibodies  to  the  AIDS  virus,  but  that  their  ability  to 
infect  others  with  the  virus  has  not  been  clear.  “It  is 
therefore  encouraging  to  find  a low  rate  of  HTLV- 
III/LAV  seroprevalence,  as  well  as  normal  immune 
function,  in  household  contacts  of  hemophiliacs.” 

JAMA  January  10,  1986 


AIDS  IN  SAUDI  ARABIA  LINKED 
TO  TRANSFUSIONS 


The  first  reported  cases  of  AIDS  in  an  Islamic  country 
appear  in  JAMA.  Affected  were  to  two  Saudi  Arabian 
patients  who  developed  the  syndrome  two-and-one  half 
and  three-and-one-half  years  after  receiving  transfusions 
of  blood  imported  from  the  United  States. 

Neither  of  the  patients  had  any  of  the  risk  factors  for 
AIDS  before  the  transfusions,  report  Harb  A.  Harfi,  MD, 
and  Benyamin  M.  Fakhry,  MD,  of  King  Faisal  Specialist 
Hospital  and  Reseach  Centre  in  Riyadh. 

The  first  patient  was  a 24-year-old  Saudi  man  who  was 
suffering  from  duodenal  ulcer  disease.  In  1981  he 
received  several  units  of  whole  blood  for  his  condition. 
Two  years  later  he  developed  fever,  anorexia,  night 
sweats  and  weight  loss.  On  hospital  admission,  three 
years  after  transfusion,  “he  was  febrile  and  looked 
chronically  ill  and  wasted.”  Death  came  shortly  after 
admission. 

The  second  patient  was  a five-year-old  boy,  referred  to 
the  hospital  in  1985.  He  had  been  treated  for  hemolysis 
with  transfusions  of  whole  blood  three-and-one-half 
years  before.  Three  years  after  treatment,  he  experienced 
low-grade  fever,  loss  of  appetite,  chronic  diarrhea  and 
severe  weight  loss.  The  diagnosis  of  AIDS  was  made 
shortly  after  hospitalization. 

“Both  patients  were  completely  healthy,  with  no 
history  or  clinical  evidence  of  malignant  disorders,  poor 
nutrition,  or  other  causes  of  immune  suppression  before 
they  received  the  blood  transfusions,”  the  researchers 
say.  Both  patients  deteriorated  rapidly  within  six  months 
of  the  onset  of  the  syndrome,  they  add. 

“It  is  noteworthy  that  our  patients  received  blood 
transfusions  in  January  1981,  coinciding  with  the  appea- 
rance of  AIDS  as  a unique  clinical  entity  in  the  United 
States,  in  addition  to  the  fact  that  the  blood  was  imported 
from  there,”  they  say. 

Just  how  many  Saudi  patients  have  received  blood 
imported  from  the  United  States  is  not  exactly  known, 
the  researchers  add.  This,  plus  the  fact  that  AIDS 
undergoes  a long  incubation  period,  suggests  that  the 
Kingdom  soon  may  face  a major  public  health  problem, 
the  researchers  suggest. 

JAMA  January  17,  1986 
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TOXIC  SHOCK  ASSOCIATED 
WITH  CONTRACEPTIVE  SPONGE 


A report  of  13  confirmed  cases  of  toxic  shock 
syndrome  related  to  use  of  the  vaginal  contraceptive 
sponge,  marketed  as  Today,  appears  in  JAMA.  Despite 
these  findings,  a public  health  physician  says,  “With- 
drawal of  the  sponge  from  the  market  or  nonuse  by 
consumers  is  not  warranted.” 

Gerald  Faich,  MD,  MPH,  of  the  Food  and  Drug 
Administration,  Rockville,  MD,  and  colleagues  say  that 
all  13  of  the  patients  with  spong-related  toxic  shock 
syndrome  (TSS)  were  hospitalized  and  recovered  and 
that  all  had  vaginal  cultures  that  were  positive  for 
Staphylococcus  aureus,  the  causative  bacteria  of  TSS. 
They  add  that  the  risk  is  estimated  to  be  7.8  to  40  times 
greater  for  sponge  users  than  for  nonusers. 

“Although  the  relative  risks  in  the  two  situations  (TSS 
resulting  from  Rely  tampon  use  and  Today  contraceptive 
use)  are  remarkably  similar,  there  is  a key  difference 
— the  extent  to  which  product  nonuse  poses  other  health 
risks,”  comments  Arthur  L.  Reingold,  MD,  of  the 
University  of  California,  Berkeley. 

“Women  choosing  not  to  use  tampons  during  mens- 
truation would  undoubtledly  suffer  inconvenience,  but 
would  not  be  puttting  themselves  at  increased  risk  of 
other  serious  illnesses,”  he  adds.  “Unlike  the  situation 
with  tampons,  sponge  nonuse  may  result  in  exposure  to 
other  potentially  serious  risks,  which  may  be  of  equal  or 
greater  rhagnitude  and/or  severity  than  the  risk  of 
developing  TSS  in  association  with  sponge  use.” 

Reingold  points  out  that  risk  of  birth-related  death  for 
15-  to  19-year-oId  women  using  no  contraception  may  be 
as  high  as  7 per  100,000  women  years.  By  contrast,  the 
risk  of  dying  as  a result  of  using  the  contraceptive  sponge 
is  in  the  range  of  0.1  to  0.6  per  100,000  women  years. 
Furthermore,  strict  adherence  to  packet  insert  informa- 
tion cautioning  against  use  of  the  sponge  during  mens- 
truation and  against  keeping  the  sponge  in  place  for  more 
than  30  hours  will  lessen  individual  risks.  Reingold  adds. 

Of  the  13  patients  reported  on  in  the  study,  one  used 
the  sponge  during  menstruation,  two  were  postpartum, 
and  one  left  the  sponge  in  place  for  four  days  (all 
considered  predisposing  factors  for  TSS).  An  additional 
four  patients  had  difficulty  with  sponge  removal. 

The  study  authors  point  out  that  the  contraceptive 
sponge  has  advantages  not  duplicated  by  other  contra- 
ceptives; As  an  over-the-counter  product,  it  is  readily 
available;  its  efficacy  approaches  that  of  the  diaphragm 
and  spermicide  jellies  in  some  patients;  and  it  can  be  left 
in  place  and  provide  continual  contraception  for  a 24- 
hour  period. 

While  there  is  an  elevated  risk  attending  its  use,  it  must 
be  emphasized  that  it  represents  a small  risk,  the 
researchers  say.  “To  date  about  one  case  (without 
predisposing  factors  and  occurring  during  48  hours  of 
use)  per  2 million  sponges  used  has  been  reported,”  they 
add. 

JAMA  January  10.  1986 


BETA  BLOCKERS  CAN  CAUSE  DEPRESSION 

Use  of  beta  blockers  may  be  an  important  cause  of 
iatrogenic  depression  in  patients  with  high  blood 
pressure,  according  to  a study  reported  in  JAMA. 

Jerry  Avorn,  MD,  of  Harvard  Medical  School,  and 
colleagues  analyzed  Medicaid  prescription  records  for 
1980-1981  to  determine  tricyclic  antidepressant  (TCA) 
use  among  patients  who  were  also  taking  commonly  pres- 
cribed medications  for  high  blood  pressure.  The  levels  of 
use  were  then  compared  with  that  of  other  patients  with 
chronic  conditions. 

Patients  using  beta  blockers  were  50  percent  more 
likely  than  other  patients  to  also  be  using  antidepres- 
sants, the  researchers  report.  “Use  of  TCA  was  signifi- 
cantly higher  in  patients  taking  B-blockers  (23  percent 
over  two  years)  than  for  patients  taking  hydralazine  or 
hypoglycemics  (both  15  percent)  or  methlydopa  or 
reserpine  (both  10  percent).”  The  risk  of  being  prescribed 
a TCA  for  patients  receiving  B-blockers  was  1.5  relative 
to  patients  receiving  hydralazine  or  hypoglycemics. 
Hydralazine,  methyldopa  and  reserpine  are  all  antihyper- 
tensive drugs;  hypoglycemics  are  used  to  treat  diabetes. 

“As  a group,  the  B-blockers  are  comparatively  safe  as 
well  as  effective,”  the  researchers  say,  but  there  is  ample 
anecdotal  evidence  of  patients  with  no  history  of 
psychiatric  illness  who  experience  dysphoria  or  depres- 
sion while  using  the  drugs.  They  add  that  the  approach  of 
their  study  is  conservative,  since  it  detects  only  the  most 
obvious  cases  of  depressive  side  effects. 

The  difference  in  antidepressant  use  could  not  be 
attributed  to  age,  sex  or  the  existence  of  other  conditions, 
such  as  angina  or  cardiac  arrhythmnia,  the  researchers 
observe.  They  note  that  among  B-blocker  users,  younger 
patients  were  more  likely  to  take  antidepressants. 
Twenty-nine  percent  of  patients  aged  20  to  44  years  used 
TCA,  Compared  with  24  percent  aged  45  to  64  years,  and 
17  percent  aged  65  years  and  older.  The  researchers 
suggest  that  central  nervous  system  side  effects  may  be 
milder  in  older  patients,  or  such  symptoms  may  not  be 
perceived  as  unusual  for  that  age  group. 

The  researchers  call  for  further  study  into  the  possible 
link  between  B-blockers  and  depression.  Since  their 
introduction  to  widespread  use  in  the  1960s,  B-blockers 
have  been  used  to  treat  a wide  variety  of  illnesses,  ranging 
from  angina  pectoris  and  hypertension,  to  glaucoma  and 
stage  fright. 

JAMA  January  17,  1986 


RAW  MILK  CAUSES  BACTERIAL  INFECTION 


Raw  milk  is  becoming  a leading  cause  of  food-borne 
bacterial  infection,  according  to  a report  in  JAMA. 
Researchers  describe  a recent  outbreak  in  Wisconsin,  in 
which  15  of  38  people  developed  severe  gastroenteritis 
after  attending  a family  banquet  where  raw  milk  was 
served.  They  add  that  61  percent  of  23  food-borne 
Campylobacter  outbreaks  reported  between  1980  and 
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1982  were  associated  with  consumption  of  raw  milk. 

“This  report  describes  the  unusual  occurrence  of  an 
outbreak  of  gastroenteritis  associated  with  two  different 
species  of  Campylobacter,"  say  Bruce  S.  Klein,  MD,  of 
the  University  of  Wisconsin  in  Madison,  and  colleagues. 
The  species  most  often  associated  with  raw  milk 
consumption  is  C jejuni,  a common  cause  of  diarrheal 
illness  in  previously  healthy  people.  In  contrast,  C.  fetus 
subspecies  fetus  usually  is  an  opportunistic  species 
associated  with  systemic  disease,  including  bacteremia, 
intravascular  infections  and  meningitis. 

Stool  specimens  were  obtained  from  nine  of  the  15 
affected  patients.  Seven  were  positive  for  Campylobacter, 
including  four  C.  jejuni  and  three  C.fetussubsp fetus.  The 
latter  could  be  an  important  milk-borne  pathogen  that 
previously  has  not  been  recognized  because  most 
laboratories  discount  the  possibility  of  isolating  C.  fetus 
subsp  fetus  from  fecal  specimes,  the  researchers  say. 

The  only  previously  reported  cluster  of  infections  from 
that  pathogen,  which  occurred  among  patients  with 
malignancies,  was  tied  to  consumption  of  contaminated 
liver.  The  researcher  suggest  that  stool  isolation 
techniques  be  modified  to  encompass  the  growth 
requirements  of  both  species  of  Campylobacter.  This 
would  allow  “assessment  of  the  relative  frequency  of 
C.  fetus  subsp  /e/w5-associated  gastroenteritis  and  the 
relative  importance  of  the  species  of  as  a milkborne 
pathogen. 


MAMMOGRAPHY  MAY  NOT  BE 
COMPLETELY  ACCURATE 


Recent  guidelines  for  breast  cancer  screening  may  have 
“oversold”  the  sensitivity  of  mammography  in  detecting 
malignancies,  according  to  a report  in  JAMA. 

Recommendations  from  the  American  College  of 
Radiology  and  the  American  Cancer  Society  for  periodic 
mammograms  in  all  women  beyond  the  ages  fo  35  to  40 
have  “unwittingly  created  the  impression  that  the 
absence  of  radiographic  evidence  of  a malignant  condi- 
tion effectively  excludes  the  presence  of  breast  cancer,” 
comment  surgeon  James  F.  Newsome,  MD,  and 
radiologist  Robert  McLelland,  MD,  of  the  University  of 
North  Carolina  in  Chapel  Hill. 

“The  impact  of  mammography  on  the  earlier  detec- 
tion, diagnosis,  and  management  of  breast  cancer  has 
been  dramatic  and  undeniably  positive,”  they  point  out. 
Unfortunately,  the  technology  is  vulnerable  to  “false 
negatives,”  with  malignant  tumors  failing  to  be  detected. 
Thus,  when  a breast  mass  is  palpated,  either  a needle 
aspiration  or  open  incision  biopsy  should  be  performed, 
the  author  urge,  even  if  the  mammogram  is  negative. 

The  false  negative  rate  for  mammography  varies  from 
a low  of  5 percent  to  a high  of  69  percent,  the  researchers 
say.  The  high  false  negative  percentage  is  associated  with 
dysplastic  breasts  in  selected  patients,  which  is  unusually 
difficult  to  diagnose,  they  add. 

“With  dedicated  mammographic  equipment  and 
experienced  radiologists,  we  believe  that  the  false- 


negative rate  should  not  exceed  10  percent,”  they  assert. 
“The  combination  of  optimal  breast  self-examination, 
optimal  physical  examination,  and  optimal  mammogra- 
phy offers  the  best  opportunity  for  early  detection  of 
breast  cancer,”  the  authors  conclude. 

JAMA  January  25,  1986 


PREDISPOSITION  TO  HEART  DISEASE 
CAN  BE  OVERCOME 


A study  from  the  University  of  Utah  Medical  Center 
offers  powerful  evidence  that  genetic  factors  associated 
with  coronary  heart  disease  can  be  overcome.  Studied 
were  descendants  of  four  pioneer  males  with  dominant 
familial  hypercholesterolemia  (genetic  predispositon  for 
elevated  blood  cholesterol).  The  average  cholesterol  level 
for  grandsons  was  352  mg/dL  and  the  average  age  at 
death  from  coronary  heart  disease  was  45  years,  but  one 
grandson  was  able  to  reduce  his  cholesterol  level  from 
426  to  248  mg/dL,  “With  strict  adherence  to  a low-fat 
diet  without  drugs,”  report  Roger  R.  Williams,  MD,  and 
collegues  in  JAMA.  All  of  the  pioneer  forebearers  lived 
beyond  60,  suggesting  that  a physically  active  life  offers 
protection  against  early  coronary  death,  despite  genetic 
predisposition. 

JAMA  January  10,  1986 

MOST  EFFECTIVE  EYE  TEST  FOR 
CHILDREN  IDENTIFIED 


The  Random  Dot  E stereogram  method  for  vision 
screening  is  “more  effective  than  five  of  six  other 
techniques  in  identifying  those  children  who  need  further 
visual  screening,”  report  Robert  S.  Hammond,  OD,  and 
Paulette  P.  Schmidt,  OD,  MS,  of  Ohio  State  University  in 
Columbus  in  the  January  Archives  of  Ophthalmology. 
The  method  additionally  can  be  taught  to  nonprofes- 
sional screeners  in  ten  minutes  and  administered  to 
children  in  two  minutes  at  relatively  low  cost.  Comment- 
ing editorially,  Robert  D.  Reinecke,  MD,  of  Philadelphia, 
says,  “There  is  no  doubt  that  the  earlier  that  children  with 
amblyopia  and  strabismus  are  referred  for  therapy,  the 
better  the  prognosis.”  He  urges  mass  screening  before 
shool  age;  now  only  20  percent  are  screened. 


THYROID  THERAPY  INCREASES  BONE 
LOSS:  STUDY 


Appropriate  thyroid  therapy  may  result  in  increased 
bone  loss,  according  to  a study  by  Jean-Michel 
Coindre,  MD,  of  Universite  de  Bordeaux  II  in  France, 
and  colleagues.  The  researchers  studied  16  patients  being 
treated  for  hypothyroidism.  “After  six  months  ol 
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treatment  there  was  a significant  loss  of  trabecular  and 
cortical  bone,”  they  report  in  the  January  Archives  of 
Internal  Medicine.  “This  osteoporosis  is  similar  to  that 
observed  in  hyperthyroidism,”  they  add.  Commenting, 
Horace  M.  Perry  III,  MD,  of  St.  Louis  University  School 
of  Medicine,  suggests  that  calcium  and  vitamin  D be 
included  in  the  treatment  of  hypothyroidism. 

STUDY  SHOWS  RATE  OF 
PRESENILE  DEMENTIA 

A report  from  Israel  reveals  an  average  annual 
incidence  rate  for  presenile  dementia  of  the  Alzheimer 
type  of  2.4  per  1 00,000  people  between  the  ages  of  40  and 
60.  The  epidemiologic  survey  showed  that  the  age  of 
onset  of  identified  patients  ranged  from  43  to  60  years, 
and  that  the  median  survival  was  8. 1 years.  The  incidence 
was  “significantly  higher  in  those  born  in  Europe  or 
America  (2.9)  than  in  those  born  in  Africa  or  Asia,” 
report  Therese  Treves,  MD,  of  Tel  Aviv  University,  and 
colleagues  in  the  January  Archives  of  Neurology.  The 
nationwide  survey  was  conducted  between  the  years  of 
1974  and  1983,  and  identified  a total  of  71  patients  with 
onset  between  1974  and  1978. 

BODY  BUILD  DETERMINES  KIDNEY  SIZE 

Body  build  is  the  major  determinant  of  kidney  weight 
and  nephron  size  in  normal  humans,  according  to  a 
report  in  the  January  Archives  of  Pathology  and 
Laboratory  Medicine.  Previous  studies  have  suggested 
that  age,  race  or  sex  are  the  major  determinants  of  kidney 
weight,  which  ranged  from  267  g to  432  g in  adult  men. 
Bertram  L.  Kasiske,  MD,  and  Andrew  J.  Umen,  MS,  of 
the  University  of  Minnesota  and  the  Hennepin  County 
Medical  Center  in  Minneapolis  examined  kidney  weight 
in  357  normal  individuals  who  died  suddenly.  “The 
present  study  demonstrated  that  normal  human  kidney 
weight  was  best  predicted  by  descriptions  of  body  build 
that  combined  height  and  weight,”  they  say.  Understand- 
ing of  normal  kidney  weight  will  aid  management  of 
patients  with  kidney  disease. 


SEIZURES  ASSOCIATED  WITH 
ANTIDEPRESSANT  DRUG 

A study  from  McLean  Hospital  in  Belmont,  Mass., 
Suggests  that  strict  adherence  to  dosage  guidelines  will 
decrease  the  incidence  of  seizures  associated  with  use  of 
maprotiline  hydrochloride,  a second  generation  antide- 
pressant introduced  in  the  United  States  in  1981. 
“Maprotiline  is  an  effective  antidepressant , as  effective  as 
the  standard  tricyclics,  and  perhaps  less  likely  to  cause 
other  odverse  reactions,”  observe  Eric  C.  Dessaion,  MD, 
and  colleagues  in  the  January  Archives  of  General 
Psychiatry.  Their  study  suggests  that  seizure  rates  can  be 
cut  in  half  by,  among  other  things,  never  exceeding  a 
dosage  level  of  225  mg  per  day. 


PEDIATRIC  PROGRAMS  IGNORE  TV 
EFFECT  ON  CHILDREN 


The  vast  majority  of  pediatrics  training  programs  do 
not  educate  future  pediatricians  about  the  impact  of 
television  on  children,  nor  do  the  programs  encourage 
physicians  to  discuss  TV  viewing  habits  with  parents, 
according  to  a study  in  the  January  American  Journal  of 
Diseases  of  Children.  Richard  D.  Smith,  MD,  and 
colleagues  form  Brockton  (Mass.)  Hospital  surveyed  144 
programs.  Of  the  120  responding,  more  than  half  said 
they  offered  annual  lectures  on  television  viewing,  but 
virtually  none  had  specific  programs  for  pediatricians. 
The  researchers  say  pediatricians  should  take  an  active 
role  in  sensitizing  parents  and  children  to  the  fact  most 
children  watch  television  up  to  50  hours  per  week.  Some 
altering  of  viewing  patterns  may  be  in  order,  the 
researchers  suggest. 


PHOTODYNAMIC  THERAPY  MAY  CONTROL 
LARYNGEAL  CANCERS 


Marked  regression  of  malignant  papillomas  was  noted 
in  animal  studies  through  use  of  photodynamic  therapy, 
according  to  a report  in  the  January  Archives  of 
Otolaryngology-Head  and  Neck  Surgery.  The  photosensi- 
tizing agen,  hematoporphyrin  derivative,  was  adminis- 
tered intravenously  to  rabbits  with  large  papillomas.  The 
rabbits  then  were  treated  photodynamically  and  regres- 
sion occurred,  say  Mark  J.  Shikowitz,  MD,  and 
colleagues  from  the  Long  Island  Jewish  Medical  Center 
in  New  Hyde  Park,  N.Y.  They  say  the  therapy  will  be 
useful  in  controlling  human  laryngeal  papillomas, 
tumors  affecting  vocal  cords,  mouth,  throat  and  lungs. 


BURN-PATIENT  INFECTION  REDUCED  BY 
ENVIRONMENTAL  ENCLOSURES 


The  incidence  of  infection  among  burn  patients  was 
reduced  by  half  when  patients  were  placed  in  an  intensive 
care  unit  with  separate  bed  enclosures,  researchers  report 
in  the  January /Irc/í/v^í  of  Surgery.  LTC  Khan  Z.  Shirani, 
MC,  USA,  and  colleagues  from  Fort  Sam  Houston, 
Texas,  say  they  placed  one  cohort  of  173  burn  patients  in 
a traditional  intensive  care  unit  while  a second  group  of 
213  was  placed  in  a unit  with  bed  enclosures.  “The 
incidence  of  infected  patients  was  reduced  fro  58.1 
percent  in  the  early  cohort  to  30.4  percent  in  the  late 
cohort,”  they  say.  “The  overall  proportion  of  patients 
with  bacteremia  was  reduced  from  20.1  percent  to  9.4 
percent,”  they  add. 
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INSULIN  PUMP  SHOWS  PROMISE  FOR 
PREGNANT  WOMEN;  PROBLEMS 
FOR  CHILDREN 


Insulin  pumps  used  to  treat  diabetes  are  effective  only 
when  patients  are  highly  motivated  and  receive  consistent 
staff  support,  according  to  two  studies  reported  in 
JAMA.  One  study  showed  that  the  pumps  can  be  succes- 
sfully used  by  diabetic  pregnant  women;  another  found 
that  children  and  teenagers  may  experience  frustration 
with  the  pumps  and  are  likely  to  switch  to  another  form 
of  treatment. 

The  risks  associated  with  pregnancy  in  diabetics  have 
decreased  dramatically  since  the  availability  of  insulin  in 
1923.  During  the  1930s,  studies  documented  maternal 
mortality  rates  higher  than  9 percent  and  fetal  mortality 
rates  above  40  percent.  Risks  for  diabetic  women  now 
approximate  those  for  healthy  women,  because  of 
improved  methods  of  insulin  administration  and  refined 
monitoring  techniques. 

Insulin  pumps,  designed  to  mimic  normal  insulin 
release,  have  been  shown  to  be  successful  in  the  research 
setting  but  their  applicability  to  home  use  is  still  under 
investigation.  Researchers  hope  such  methods  will  serve 
as  a bridge  until  progress  in  islet  cell  transplantation  or 
pancreas  transplantation  can  provide  more  physiologic 
control  of  blood  glucose  levels. 

To  compare  the  effectiveness  of  the  insulin  pump  with 
conventional  insulin  therapy,  Donald  R.  Constan,  MD, 
of  Brown  University,  Providence,  R.I.,  and  colleagues 
conducted  a randomized  study  of  22  pregnant  diabetic 
women.  Eleven  of  the  women  received  intensive  conven- 
tional insulin  therapy  (two  to  four  injections  per  day), 
and  1 1 received  insulin  continuously  from  small  portable 
pumps.  Both  groups  were  offered  frequent  outpatient 
visits,  daily  home  glucose  monitoring  and  frequent 
telephone  contact.  All  patients  were  hospitalized  each 
trimester  for  a 24-hour  metabolic  profile. 

“There  were  no  differences  between  the  two  treatment 
groups  with  respect  to  outpatient  mean  glucose  levels, 
symptomatic  hypoglycemia,  or  glycosylated  hemoglobin 
levels,  or  with  respect  to  inpatient  mean  glucose  level, 
glycemic  excursions,  chemical  hypogylcemia,  or  hyper- 
glycemia,” the  researchers  say.  “Excellent  metabolic 
control  was  achieved  with  both  treatment  methods.” 

Even  slight  hyperglycemia  during  pregnancy  can  pose 
serious  risks  to  the  fetus  and  newborn,  the  researchers 
say.  It  is  therefore  reassuring  that  both  methods  of  insulin 
administration  in  this  study  were  effective  and  led  to 
favorable  pregnancy  outcomes.  Success  in  both  groups 
was  also  attributed  to  high  patient  motivation  and 
compliance,  frequent  home  glucose  monitoring  and  close 
medical  supervision. 

“With  careful  and  meticulous  control  of  maternal 
glycemia  during  pregnancy,  the  outlook  for  the  pregnant 
diabetic  women  and  her  unborn  child  has  dramatically 
improved,”  notes  Jay  S.  Skyler,  MD,  of  University  of 
Miami  School  of  Medicine,  in  an  accompanying 
editorial.  Skyler  observes  that  maintenance  of  normal 
glucose  levels  throughout  pregnancy  and  use  of  fetal 


monitoring  techniques  have  reduced  neonatal  morbidity 
and  mortality  to  levels  comparable  to  those  for  non- 
diabetic pregnant  women. 

Although  insulin  pumps  may  be  as  effective  as  conven- 
tional therapy  for  pregnant  women,  they  may  pose 
problems  for  children,  teenagers  and  young  adults,  say 
Stuart  J.  Brink,  MD,  of  Harvard  Medical  School,  and 
Constance  Stewart,  MD,  of  the  Joslin  Clinic,  Boston,  Of 
24  patients  aged  8 to  26  years  enrolled  in  their  study, 
seven  (30  percent)  discontinued  pump  therapy. 

Half  of  the  patients  reported  electromechanical 
problems  with  the  devices,  other  difficulties  leading  to 
improper  use,  or  local  skin  irritations,  the  researchers 
say.  During  the  first  three  months,  patients  showed  signi- 
ficant improvement  in  glycohemoglobin  and  blood 
glucose  values,  perhaps  indicating  interest  in  the  new 
technology,  but  no  further  improvement  was  seen.  Only 
three  patients  attained  normal  glycohemoglobin  values, 
“Dietary  noncompliance  and  decreased  intensive  home 
monitoring  were  contributory  factors,”  the  researchers 
add. 

“More  of  those  who  stopped  (pump  therapy)  thought 
that  the  intense  demands  of  the  program  made  it  imprac= 
tical  for  them  to  continue,”  the  researchers  observe,  They 
also  found  that  of  the  seven  who  quit,  the  decision  to 
begin  the  therapy  was  made  primarily  by  a physician, 
which  may  have  caused  a sense  of  undue  pressure  to 
succeed.  In  a nonresearch  setting,  cost  of  the  therapy  may 
also  be  a prohibitive  factor,  the  researchers  say.  Based  on 
their  findings,  they  recommend  a six-to  l2^month  moni- 
toring sequence  to  determine  which  young  patients  may 
be  treated  effectively  through  other  methods  of  insulin 
administration. 

Commenting  editorially  on  the  study,  Frank  K.  Thorp, 
MD,  PhD,  of  Wyler  Children’s  Hospital  at  the  University 
of  Chicago,  says  physicians  face  a dilema  in  deciding  the 
best  course  of  treatment  for  young  diabetes  patients.  It  is 
believed  that  intensive  insulin  regimens  may  be  able  to 
reduce  morbidity  and  mortality  if  started  before  diabetic 
complications  occur,  yet  the  success  of  such  regimes 
depends  on  outstanding  effort  and  motivation  by  both 
the  physician  and  the  patient, 

Thorp  suggests  that  continuous  subcutaneous  insulin 
therapy  by  insulin  pumps  maybe  most  successful  in  older 
patients  who  are  highly  motivated,  in  diabetic  women 
before  and  during  pregnancy,  in  persons  with  diabetes 
who  have  had  renal  transplants,  and  in  those  who  want 
greater  flexibility  in  scheduling  meals  and  activities  and 
are  willing  to  work  toward  that  goal. 

JAMA  February  7,  1986 


TWO  DRUGS  FOUND  INEFFECTIVE  FOR 
PAINFUL  DIABETIC  NEUROPATHY 


Two  drugs  previously  considered  helpful  in  the  control 
of  pain  associated  with  diabetic  neuropathy  have  been 
shown  to  be  ineffective,  according  to  a study  published  in 
JAMA.  The  drugs,  amitriptyline  and  fluphenazine, 
powerful  antidepressant  and  antipsychotic  compounds. 
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can  cause  significant  side  effects. 

“Although  the  statistical  power  of  this  study  was  low,” 
report  Carl  M.  Mendel,  MD,  of  the  University  of 
California,  San  Francisco,  and  colleagues,  “these  data 
indicate  that  there  is  no  justification  for  the  use  of  these 
agents  in  the  treatment  of  painful  neuropathy  outside  of 
large,  controlled  clinical  trials.” 

Diabetic  neuropathy  typically  affects  the  nerves  of 
lower  limbs;  pathologically,  peripheral  nerves  lose  their 
protective  myelin  sheaths.  In  1977,  an  initial  report  sug- 
gested that  the  pain  associated  with  this  condition  could 
be  alleviated  with  amitriptyline  and  and  fluphenazine, 
separately  or  in  combination.  Since  then  the  drugs  have 
been  widely  used,  despite  the  lack  of  placebo  control  in 
clinical  trials. 

As  reported  in  JAMA  a double-blind,  placebo- 
controlled,  crossover  study  involving  six  diabetic  patients 
was  conducted.  “Pain  was  evaluated  by  the  patients  with 
a graphic  rating  scale,”  the  researchers  report.  “A 
placebo  response  was  found,  but  no  additional  effect  of 
amitriptyline  and  fluphenazine  was  seen.” 

Side  effects  associated  with  use  of  the  drugs  include 
blurred  vision,  constipation,  tachycardia,  hypotension 
and  tardive  dyskinesia  (involuntary  movement  of  the 
face,  mouth  and  neck).  Thus,  the  researchers  recommend 
that  use  of  the  drugs  for  diabetic  neuropathy  now  be 
restricted  to  large,  controlled  studies. 

However,  they  note  that  amitriptylineand  imipramine, 
two  antidepressants,  have  offered  relief  of  painful 
diabetic  neuropathy  when  it  is  associated  with  depres- 
sion, to  our  knowledge  no  agent  or  manipulation  has  yet 
been  shown  to  be  clearly  superior  to  placebo  in  the 
treatment  of  painful  diabetic  neuropathy.  We  do  not 
necessarily  view  this  fact  as  discouraging,”  they  add, 
pointing  out  that  the  placebo  effect  noted  in  their  study 
was  definitely  therapeutic. 

“Although  many  physicians  may  find  the  giving  of 
placebos  to  patients  unethical,  a better  understanding  of 
the  placebo  response  per  se  may  still  help  them  take  better 
care  of  these  patients.” 

JAMA  February  7,  1986 


ESTROGEN  STIMULATES  GROWTH 
HORMONE  PRODUCTION 


Low-dose  estrogen  therapy  rapidly  stimulates  growth 
hormone  production,  according  to  a study  from  the 
University  of  Chicago  Pritzker  School  of  Medicine  that 
appears  in  the  February  American  Journal  of  Diseases  of 
Children.  George  Wm.  Moll,  Jr.,  MD,  (now  with  Emory 
University  in  Atlanta)  and  colleagues  studied  23  short, 
prepubertal  children,  administering  levodopa  tests 
before  and  after  being  treated  with  ethinyl  estradiol.  One 
low  bedtime  dose  resulted  in  a significant  increase  in 
growth  hormone  levels,  with  no  significant  change  in 
somatomedin-C  levels,  the  researchers  report.  “This 
action  may  be  important  for  the  stimulation  of  growth  by 
estrogen,”  they  say. 


GAMMA  GLOBULIN  TREATMENT  HELPS 
CHILDREN  WITH  AIDS 


Preliminary  studies  from  the  Albert  Einstein  College  of 
Medicine  in  the  Bronx,  N.Y.,  show  that  periodic  intra- 
venous gamma  globulin  treatments  restored  suppressor 
T cells  to  the  normal  range  and  prevented  almost  all 
bacterial  infections  in  some  children  with  AIDS  or 
AIDS-related  complex.  Reporting  in  the  February 
American  Journal  of  Diseases  of  Children,  Asha  Gupta, 
MD,  and  colleagues  say  three  of  five  children,  ranging  in 
age  from  six  months  to  six  years,  responded  positively  to 
treatments  during  a period  of  four  to  13  months.  Two 
children,  whose  suppressor  T cells  did  not  return  to  the 
normal  range,  died  from  opportunistic  infections  several 
months  after  completion  of  the  study. 
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SE  VENDE: 

Residencia  en  Santa  María,  ( 1 ,200  MC), 
cuatro  dormitorios,  tres  baños,  sala, 
comedor  “family  room”,  cocina,  te- 
rraza grande,  marquesina  doble,  pis- 
cina. 

Para  mas  información,  llamar  al 
763-7626 


SE  ALQUILA; 

Residencia  cerca  del  Colegio  San  Ig- 
nacio en  Río  Piedras.  Cinco  dormito- 
rios, dos  baños,  sala,  comedor,  cocina, 
balcón  y marquesina  doble. 

Renta:  $750.00 

Para  mas  información,  llamar  al: 
763-7626 


ANUNCIO: 

El  Dr.  Nelson  Fernández  López,  M.D., 
especialista  en  Nutrición  Clínica,  certi- 
ficado por  el  “American  Board  of 
Nutrition”  desde  el  1968,  desea  ofre- 
cer sus  servicios  de  consultoría  en  el 
manejo  de  aquellas  condiciones  donde 
la  dieta  y la  nutrición  juegan  un  papel 
relevante,  tales  como  obesidad,  des- 
nutrición, diabetes,  gota,  hiperlipide- 
mias,  gastritis,  úlcera  péptica,  hernia 
esofágica,  malabsorción  intestinal,  co- 
lon epástico,  diverticulosis,  constipa- 
tion crónica,  intolerancia  a láctosa, 
alergias  alimentarias,  anemias,  neoplas- 
mas, enfermedades  hépaticas,  renales  y 
cardiovasculares,  etc. 

También  orientación  alimentaria  de 
niños,  adolescentes,  mujeres  embara- 
zadas y lactantes,  personas  de  edad 
avanzada  y alimentación  en  activida- 
des deportivas. 

Se  realiza  un  tratamiento  individuali- 
zado, adaptado  a las  necesidades  nu- 
tricionales  del  paciente  de  acuerdo  a 
su  sexo,  estatura,  edad,  actividad  fí- 
sica y condición  médica,  y se  le 
orienta  sobre  buenos  hábitos  de  ali- 
mentación y una  dieta  balanceada. 
Consultas  por  cita  previa  por  hora. 
Teléfono;  754-7212 
Condominio  El  Centro  2,  Suite  259, 
Hato  Rey,  Puerto  Rico  00918 


SE  VENDE; 

Para  médicos  distinguidos 
Super-Residencia  y Oficinas  en  el 
centro  mas  elegante  de  la  ciudad. 
$225,000.00  751-6782 


SE  VENDE: 

Oficina  Ashford  Medical  Center 
amueblada  y equipada. 

Tels.:  727-7055,  725-4387,  751-7981 


SE  ALQUILA  EN  BAYAMON: 

Oficina  de  Psiquiatra  equipada. 

16  años  de  establecida.  Precio  razona- 
ble. Múdese  inmediatamente.  Descuen- 
te la  renta  de  su  Income  Tax. 
Favor  llamar: 

Teléfonos:  728-19  44  ó 786-1786 


How  you  live 
may  save  your  life. 

You  may  find  it  suq)rising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society. 


L 
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The  Antiseptic 
Solution 

that  stands 
by  itself 


Povidine  microbicidal  solu- 
tion kills  gram-positive  and 
gram-negative  bacteria,  fungi, 
viruses,  protozoa  and  yeast. 
Apply  undiluted,  as  often  as 
ne^ed,  for  pre-operative  prep- 
ping  of  operative  site,  and  as 
a general  topical  núcrobicide. 
May  be  bandaged. 

Specific  microbicidal  uses: 
emergency  treatment  of  lac- 
erations and  abrassions,  and 
second  and  third  degree  burns 
w disinfection  of  wounds 
□ as  a prophilactic  anti-infective 
agent  in  medical  procedures. 


including  post-operative  ap- 
plication to  incisions 
Trichomonal,  monilial,  and 
nonspecific  infectious  vagi- 
nitis 

oral  moniliasis  (trush) 
bacterial  and  mycotic  skin 
infections 

decubitus  and  stasis  ulcers 
preoperatively,  in  the  mouth 
and  throat,  as  swabs 
Caution:  Prolonged  exposure 
of  skin  to  unabsorbed,  wet 
solution  may  cause  irritation. 
How  supplied:  4 oz.  and  8 oz. 
plastic  bottles. 
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Con  la  confianza  de  toda  una  tradición  farmacéutica 


EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 

éé  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


••  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A 


Psychiatrist 

Calitornia 


éé. 


1 . . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (flurazepam  HCI/ 
Roche).  If  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 


DALMANE 

brand  of 

flurazepam  HCI/Roche  (£ 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  elal:  dm  Pharmacol  Ther  /2  691- 
697  Jul-Aug  1971  2.  Kales  A,  elal:  din  Ph  " moco!  Ther 
18:356-363,  Sep  1975  3.  Kales  A,  etal.  dm  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  etal.  "'in  Pharma- 
col Ther 32:161-166,  Dec  1982  5.  Frost  JD  Jr,  Dt^’icchl  MR: 
J Am  Geriatr  Soc  27  6A1-6A6,  Dec  1979  6.  Demerit  WC, 
etal  BehavMed,  pp  25-31,  Oct  1978.  7.  Kale ; A, 

Kales  JD:  J din  Psychopharmacol  3:lA0-]60,  'Ipr  1983. 

8.  Tennant  FS,  etal:  Symposium  on  the  Treatmeni  .at  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greeni. 'att  DJ, 
Allen  MD,  Shader  Rl:  din  Pharmacol  Ther 21  355-3vT, 

Mar  1977 


brand  of 

flurazepam  HCI/Roche  ® 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  oppropriote  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy.  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Worn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  afaxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 


Roche  Products  Inc. 
Manatí,  Puerto  Rico  00701 


FOR  SLEEP 


After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.^  ® And  satisfied  by  the  exceptionally 
wide  margin  of  safety  As  always,  caution  patients  about 
driving  or  drinking  alcohol. 

Please  see  preceding  page  for  summary  of  product  information. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Publicación  mensual.  $40  00  anuales  El  Boletín  se  distnbuye  a 
todos  los  miembros  de  la  Asociación  Médica  de  Puerto  Rico  como 
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publicación.  La  AMPR  no  se  hará  responsable  por  material  y/o 
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y/o  definida  dentro  del  contexto  del  articulo. 
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NUESTRA  PORTADA 

Calle  del  Cristo,  por  Carmen  Rigau. 

Carmen  Rigau  nació  en  Madrid,  España  pero  ha  residido  en  Puerto 
Rico  durante  los  pasados  28  años.  La  inclinación  hacia  las  artes  de  la 
Sra.  Rigau  se  manifestó  desde  su  niñez,  lo  que  la  llevaba  a frecuentar  los 
museos  y asistir  a conferencias  y seminarios  en  la  capital  de  España. 

En  Puerto  Rico  Carmen  prosiguió  sus  estudios  de  arte  y en  1978 
comenzó  a estudiar  con  Don  Guillermo  Sureda,  cuya  influencia  puede 
verse  en  la  obra  que  se  ilustra. 

Las  pinturas  de  la  artista  reflejan  espontaneidad  singular  y en  ellas 
hay  una  obvia  integración  de  luz  y color,  manteniendo  simultaneámente 
la  armonía  necesaria  en  la  totalidad  de  la  obra.  Sus  obras  han 
participado  en  certámenes  internacionales,  locales  y han  sido  expuestas 
individual  y colectivamente  en  los  Estados  Unidos  de  Norte  América  y 
Europa,  En  octubre  de  1983  una  de  sus  obras  obtuvo  el  segundo  premio 
en  una  exposición  en  Ñapóles,  Italia  donde  los  temas  eran 
principalmente  paisajes. 

La  artista  es  esposa  del  Dr.  Jóse  Rigau  Márquez,  ex  Presidente  de  la 
Asociación  Médica  de  Puerto  Rico  y actual  Presidente  del  Consejo  de 
Política  Pública  de  nuestra  asociación. 

La  Junta  Editora  agradece  a la  familia  Rigau  su  gentileza  al  permitir 
el  uso  de  su  obra  para  nuestra  portada. 
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ESTUDIOS  CLINICOS 


The  Syndrome  of  Inappropriate 
Secretion  of  the  Antidiuretic 
Hormone  and  Self-Induced  Water 
Intoxication  in  Schizophrenic  Patients 

Jorge  Pérez-Cruet,  M.D.,  FRCP(C)* * 
Ignacio  Menéndez,  M.D.** 


Abstract:  Self-induced  water  intoxication  (SIWI) 

and  the  syndrome  of  inappropriate  secretion  of  the  anti- 
diuretic hormone  (SIAD)  have  been  shown  to  occur  in  3 
to  5%  of  schizophrenic  patients  in  mental  hospitals.  The 
most  salient  features  of  this  water  balance  disorder  are: 
psychosis  or  mental  state  requiring  psychotropic  medica- 
tions, a grand  mal  seizure  or  history  of  seizure  disorder, 
low  serum  sodium  immediately  after  the  seizure,  low 
serum  osmolality,  high  urine  osmolality,  hyposthenuria, 
frank  polydipsia  or  amnesia  for  excessive  drinking 
behavior  and  occasionally  associated  with  hydrophilic 
delusions  or  psychogenic  polydipsia.  A brief  overview  of 
the  literature,  diagnostic  criteria,  pathophysiologic  fac- 
tors, and  preventive  guidelines  are  presented.  In  a period 
of  eight  years  only  three  documented  cases  of  SIWI  and 
SIAD  were  found  retrospectively  in  our  psychiatric  pop- 
ulation. It  is  our  clinical  opinion  that  our  low  occurrence 
of  this  disorder  is  probably  due  to  a lack  of  recognition  of 
this  syndrome  in  our  neuropsychiatric  population  or  to 
unknown  biological  or  cross-cultural  variables  that  con- 
tribute to  suppress  the  expression  of  these  water  balance 
disorders. 

Schizophrenic  patients  are  known  to  drink  and  secrete 
larger  amounts  of  water  than  matched  controls'. 
There  is  still  much  interest  in  the  topic  of  self-induced 
water  intoxication  (SIWI)  and  the  syndrome  of  inappro- 
priate secretion  of  the  antidiuretic  hormone  (SIAD)  in 
neuropsychiatric  patients.  The  syndrome  in  psychiatric 
patients  is  poorly  understood  and  seldom  recognized  by 
mental  health  professionals  and  medical  staff.  The  inci- 
dence of  SIWI  and  SIAD  is  now  established  to  be 
between  3.3%  and  5%  in  mental  hospitals;  about  80%  of 
the  patients  are  diagnosed  as  chronic  schizophrenia^. 
Initially  it  was  postulated  that  SIAD  in  schizophrenia 
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was  due  to  the  use  of  neuroleptic  medications^  Later  it 
was  found  that  tricyclic  antidepressants  also  produced 
SIAD"*.  It  is  now  clearly  established  that  schizophrenics 
can  develop  water  balance  disorders  without  medications 
and  various  cases  have  been  described  prior  to  the  use  of 
psychotropic  medications^'^.  The  debate  continues  about 
the  use  of  various  psychotropic  medications  and  the 
appearance  of  SIWI  and  SIAD  during  these 
treatments’'*. 

SIWI  and  SIAD  in  mentally  ill  patients  are  attributed 
to  an  excessive  intake  of  water  in  the  presence  of  an 
inappropriate  secretion  of  the  octapeptide  arginine- 
vasopressin  better  known  as  the  antidiuretic  hormone 
(ADH)  due  to  a neurotransmitter  disturbance  during  the 
psychosis’.  Acute  bouts  of  psychosis  are  known  to  pro- 
duce an  increase  in  plasma  arginine-vasopressin  (pAV) 
and  to  antecede  SIWI  and  SIAD  in  schizophrenic  pa- 
tients’'‘0'>>.  All  the  psychiatric  patients  reported  in  the 
literature  with  water  intoxication  and  psychosis  meet  the 
criteria  for  SIAD  such  as  low  serum  sodium,  serum 
hypo-osmolality,  urine  hyper-osmolality,  and  normal 
renal,  adrenal  and  cardiovascular  functions.  These  pa- 
tients do  not  show  signs  of  dehydration. 

SIWI  can  occur  in  patients  known  to  have  other  men- 
tal disorders.  In  psychogenic  polydipsia  the  patient  devel- 
ops a somatic  compulsion  of  drinking  water  in  excess  in 
the  presence  of  normal  renal  function.  However,  SIWI 
due  to  psychogenic  polydipsia  in  non-schizophrenic 
patients  is  indistinguishable  from  SIWI  due  to  delusional 
polydipsia  associated  with  hydrophilic  delusions  or  that 
of  chronic  schizophrenic  or  psychotic  depressions  under 
treatment  with  psychotropic  medications.  Most  patients 
presenting  with  psychogenic  polydipsia  are  known  to 
have  severe  somatic  kidney  abnormalities  due  to  the  large 
amounts  of  water  ingested”. 

The  main  goals  of  this  report  are:  making  clinicians 
aware  of  the  SIWI  and  SIAD  in  psychiatric  patients 
specially  chronic  schizophrenics  and  to  provide  some 
preliminary  guidelines  for  the  assessment  and  manage- 
ment of  this  disorder. 

The  most  significant  finding  to  be  reported  is  the  low 
occurrence  of  SIWI  and  SIAD  in  chronic  schizophrenics 
in  Puerto  Rico. 
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Materials  and  Methods 

We  reviewed  retrospectively  all  medical  records  coded 
with  a diagnosis  of  SIAD  in  the  past  eight  years.  A total 
of  12  cases  of  SIAD  were  found.  In  nine  cases  there  was 
no  history  of  psychiatric  illness  and  the  causes  of  the 
SIAD  were  primarily  medical.  Only  three  cases  of  SIAD 
(25%)  carried  also  a diagnosis  of  chronic  schizophrenia. 
One  case  had  a doubtful  SIWI  and  documentation  of 
excessive  water  intake  while  in  the  medical  ward;  the 
other  two  cases  had  a clear-cut  history  of  excessive  water 
intake  before  the  development  of  SIAD.  All  three  cases 
had  met  the  criteria  for  a SIAD.  The  actual  incidence  of 
SIAD  could  not  be  assessed  because  many  cases  of  lung 
cancer  with  SIAD  are  probably  coded  as  oat-cell  cancer 
of  the  lung.  It  is  well  known  that  some  cancers  produce 
these  peptide  hormones  in  excess.  The  individual  records 
of  each  patient  was  studied  longitudinally  in  each  case 
and  we  found  one  patient  with  history  of  seizures  and 
hyponatremia  twice;  the  other  two  cases  had  only  one 
episode. 

Case  Reports 

Case  1.  Mr.  A.,  a 56-year-old  white  male  with  a long 
history  of  delusions  of  persecution  and  hearing  voices 
that  tell  him  things  (command  auditory  hallucinations). 
The  patient  fulfilled  the  criteria  for  chronic  schizo- 
phrenia, paranoid  type,  according  to  the  Diagnostic  and 
Statistical  Manual  for  Mental  Disorders  of  the  American 
Psychiatric  Association  (DSM-III).  During  the  long 
course  (more  than  20  years)  of  his  mental  illness,  the 
patient  has  been  treated  with  various  neuroleptics  (thio- 
ridazine, perphenazine,  and  others)  for  the  control  of 
schizophrenic  symptoms.  The  patient  was  finally  stabil- 
ized in  the  Prolixin  Clinic  of  the  Mental  Hygiene  Clinic 
with  a dose  of  fluphenazine  HCl  of  25  mgms  (Icc),  IM, 
every  two  weeks  for  a period  of  two  years  until  his  psy- 
chosis exacerbated  and  he  tried  to  commit  suicide  by 
overdosing  with  other  medications.  He  was  admitted  to 
the  Medical  Intensive  Care  Unit  (MICU)  because  of  the 
medical  complications  and  the  development  of  an  aspira- 
tion pneumonia.  All  medications  were  stopped  for  sev- 
eral days  until  his  psychotic  symptoms  became  severe  at 
which  time  he  was  treated  with  a low  dose  of  haloperidol 
(Haldol),  1 mg.,  orally,  four  times  per  day.  Four  days 
after  being  in  the  above  low  dose  of  haloperidol,  he 
developed  a generalized  seizure  while  in  the  medical 
ward.  At  that  time  he  revealed  a serum  Na  level  of  122 
mEq/liter  (normal  = 136-145  mEq/liter)  and  a serum 
osmolality  of  245  mOsm/  kg  serum  water  (normal  = 285- 
295  mOsm/kg  serum  water);  the  urine  sodium  or  urine 
osmolality  were  not  done.  No  documentation  was  availa- 
ble on  the  drinking  of  water  behavior  while  in  the  Medi- 
cal Ward.  The  patient  denied  any  history  of  excessive 
water  intake.  He  was  referred  back  to  the  Prolixin  Clinic 
and  received  1 2.5  mgms  ( 1 / 2 cc)  of  fluphenazine  decano- 
ate,  IM,  every  two  weeks  with  subsequent  improvement 
of  his  psychotic  symptoms.  In  three  different  urinalysis 
from  February  to  March  1985,  he  showed  three  succes- 
sive individual  urine  specific  gravities  of  1 .0 1 0,  1 .005  and 
1.005  (normal=  1 .003- 1 .030)  suggesting  hyposthenuria. 
Serum  Na  was  141  mEq/liter  and  serum  osmolality  of 
271  mOsm/kg  serum  water.  The  patient  denied  any  his- 
tory of  drinking  excessive  amounts  of  water.  On  April, 


1985,  patient  was  reported  to  have  another  exacerbation 
of  psychotic  symptoms.  He  came  to  the  Emergency 
Room  and  he  was  very  anxious  and  restless.  While  wait- 
ing to  be  seen  he  developed  a grand  mal  seizure  and  in  the 
fall  he  suffered  a fracture  to  his  left  clavicle.  He  was  again 
admitted  to  the  Medical  Ward  where  laboratory  results 
showed  a serum  Na  of  1 1 5 mEq/liter,  a serum  osmolality 
of  249  mOsm/kg  serum  water,  BUN  of  9mg/100  ml 
(normal  = 1 1-23  mg/ 100  ml),  urine  sodium  106  mEq/24 
hrs  (normal  = 130-260  mEq/24  hrs),  and  a urine  osmolal- 
ity of  665  mOsm/kg  water  (normal  = 34-1400  mOsm/kg 
water).  No  organic  disease  was  found.  While  in  the  hospi- 
tal no  psychotropic  medications  were  given.  The  patient 
continued  to  deny  history  of  drinking  water  excessively. 
Nurses  documented  in  the  progress  notes  that  the  patient 
did  drink  water  frequently  but  the  amounts  taken  was  not 
estimated.  On  the  basis  of  these  progress  notes  we  have 
assumed  that  the  patient  was  unreliable  as  to  a negative 
history  of  water  intake.  Physical  examination  was  essen- 
tially negative  except  for  evidence  of  a fracture  of  the  left 
clavicle.  He  failed  to  reveal  physical  signs  of  dehydration 
or  edema.  The  patient  recuperated  rapidly  after  he  was 
placed  on  a water  restriction  schedule;  fluphenazine 
decanoate  was  stopped.  Psychotic  symptoms  recurred 
and  he  was  placed  on  thioridazine  (Mellaril),  100  mgms., 
orally,  three  times  a day,  and  200  mgms  at  bedtime. 
Flurazaepam  (Dalmane),  30  mgms,  orally  at  bedtime  was 
given  for  a persistent  insomnia.  Since  then  patient  has 
been  doing  well.  He  has  received  psychoeducational  ses- 
sions about  the  importance  of  not  drinking  water 
excessively. 

Case  2.  Mr.  B.,  a 55-year-old  white  male  with  a long 
history  of  severe  delusions  and  audiovisual  hallucina- 
tions. The  patient  fulfilled  the  DSM-III  criteria  for 
chronic  schizophrenia,  undifferentiated  type.  He  had 
been  hospitalized  in  a closed  ward  at  one  of  our  contract 
psychiatric  hospital  facilities  for  more  than  ten  years  due 
to  the  severity  of  his  mental  disorder.  He  was  treated  with 
haloperidol  (Haldol),  40  mgms.,  orally,  daily,  and  with 
carbamazepine  (Tegretol),  200  mgms.,  orally,  three  times 
per  day.  On  September,  1985,  he  was  transferred  to  our 
Veterans  Medical  Center  for  medical  evaluation  after  he 
developed  a grand  mal  seizure.  On  admission  the  follow- 
ing laboratory  findings  were  reported:  Serum  Na:  102 
mEq/liter,  serum  potassium:  3.6  mEq/liter  (normal  = 
3. 5-5.0  mEq/liter),  chlorides:  78 mEq/liter  (normal  =96- 
106  mEq/liter),  and  serum  carbon  dioxide  content  of  17 
mEq/liter  (normal  = 24-30  mEq/liter).  Urine  specific 
gravity  was  1.007.  Serum  osmolality  was  232mOsm/kg 
serum  water  and  urine  osmolality  695mOsm/kg  water. 
No  organic  disease  was  found.  The  clinical  history  of 
water  intake  revealed  that  the  patient  had  delusions  that 
the  water  will  purify  him  of  snakes  and  penises  that  were 
introduced  in  his  mouth,  viz.  hydrophilic  delusions.  He 
has  a documented  history  of  drinking  water  excessively 
but  the  exact  amount  was  not  documented.  The  patient 
has  to  be  continued  on  neuroleptic  medications  but  his 
symptoms  of  SIWI  and  SIAD  disappeared  when  water 
intake  was  restricted;  it  was  hard  to  control  water  intake 
because  of  the  severity  of  the  hydrophilic  delusions.  After 
the  patient  was  stabilized  and  water  restrictions  were 
established  the  serum  Na  returned  to  normal  levels,  the 
serum  osmolality  was  255  mOsm/kg  serum  water,  and 
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the  urine  osmolality  was  294  mOsm/  kg  water.  No  gener- 
alized seizures  have  been  recorded  since  corrective  mea- 
sures were  taken. 

Case  3.  Mr.  C.,  a 61-year-old  white  male  with  a long 
history  of  delusions  and  audiovisual  hallucinations.  He 
has  been  treated  on  an  ambulatory  basis  for  many  years 
in  the  Mental  Hygiene  Clinic  of  our  hospital.  The  patient 
fulfilled  the  criteria  of  the  DSM-Ill  for  chronic 
schizophrenia,  undifferentiated  type.  He  has  a long 
history  of  being  treated  with  various  types  of  neuroleptics 
(thioridazine,  perphenazine,  chlorpromazine  and 
others).  The  patient  began  to  get  worse  and  developed 
regressive  behavior.  He  had  an  increase  in  the  episodes  of 
delusions  and  audiovisual  hallucinations  and  for  that 
reason,  on  May  1985,  he  was  started  on  thiothixene 
(Navane),  2 mgms.,  orally  three  times  per  day.  He 
received  also  temazepam  (Restoril),  30  mgms.,  orally  at 
bedtime  for  insomnia.  On  August  14,  1985,  while  eating 
at  his  home,  he  suddenly  developed  an  extrapyramidal 
dystonic  reaction  and  profuse  salivation.  He  was  brought 
to  the  Emergency  Room  where  he  developed  a severe 
grand  mal  seizure.  A careful  detailed  water  intake  history 
was  taken  from  the  family.  They  reported  that  a few  days 
prior  to  this  crisis  the  patient  had  been  drinking  excessive 
amounts  of  water.  It  was  difficult  to  determine  the  exact 
volume  of  water  taken.  At  the  time  of  admission  the 
laboratory  report  showed:  serum  Na:  124  mEq/liter, 
urine  specific  gravity  1.010,  urine  Na:  152  mEq/24  hrs, 
serum  osmolality:  258  mOsm/  kg  serum  water,  and  urine 
osmolality  of  821  mOsm/kg  water.  Water  intake  was 
restricted  and  the  patient  was  stabilized  at  a lower  dose 
of  the  neuroleptic.  He  received  psychoeducational 
sessions  as  to  the  importance  of  controlling  his  water 
intake.  Since  then  the  patient  is  stable  and  he  has  no 
history  of  extrapyramidal  side  effects  or  seizure  disorder. 

Discussion 

As  shown  in  Table  I the  three  chronic  schizophrenic 
cases  developed  severe  grand  mal  seizures.  They  all  have 
hyponatremic  serum  hypo-osmolality.  Two  of  the  three 
cases  showed  some  degree  of  hyposthenuria.  Only  one 
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patient  had  hydrophilic  delusions.  Two  patients  had  a 
clear-cut  history  of  drinking  water  excessively  whereas  in 
the  first  case  we  assumed  such  behavior  from  the  nurses 
progress  notes  because  the  patient  denied  drinking  water 
frequently  or  in  excess. 

In  our  three  cases,  the  history  of  water  intake  or  the 
behavior  of  water  intake  was  hard  to  obtain  from  the 
psychotic  patients.  The  patients  were  unaware  of  their 
drinking  behavior  and  excessive  water  intake.  This 
suggests  that  the  patients  have  drinking  behavior  neglect 
or  an  amnestic  state  for  this  type  of  behavior,  therefore, 
family  members  or  nurses  in  charge  of  the  patient  may  be 
able  to  document  such  behaviors  more  accurately.  In 
none  of  the  cases  we  could  determine  the  quantity  of 
water  ingested.  Perhaps  weighing  the  patient  at  frequent 
intervals  could  be  a way  of  estimating  amount  of  water 
taken.  Psychiatric  patients  taking  psychotropic 
medications  should  be  observed  to  determine  if  they 
drink  water  frequently  and  in  excess.  These  patients  are 
at  high  risk  for  developing  SIWI  and  SIAD. 

The  results  in  Table  1 also  show  that  the  three  cases 
presented  fulfill  the  criteria  for  SIAD'^’''*.  All  patients 
had  evidence  of  low  serum  sodium,  serum  hypo-osmo- 
lality,  an  osmolality  of  the  urine  greater  than  that  appro- 
priate for  the  concomitant  tonicity  of  the  plasma.  All  had 
no  evidence  of  volume  depletion,  that  is,  they  had  normal 
skin  turgor  and  blood  pressure.  They  had  normal  renal 
and  adrenal  function. 

We  did  not  measure  the  level  of  plasma  arginine  vaso- 
pressin (pAV)  which  normally  run  below  1 pg/ml.  It  is 
assumed  that  in  our  patients  the  secretion  of  pAV  should 
have  been  elevated.  It  is  well  known  that  in  man  the 
cardinal  symptoms  of  SIWI  and  SIAD  can  be  repro- 
duced by  the  administration  of  ADH  and  a loading  of 
water'5'>6  Under  the  appropriate  secretion  of  ADH  it  is 
extremely  hard  to  produce  SIWI  or  SIAD  because  the 
reset  osmostat  mechanism  is  intact'''. 

Recently  hyposthenuria  has  been  suggested  as  a 
marker  for  SIWI  and  SIAD  in  schizophrenia'*.  In  our 
three  cases,  2/3  had  evidence  of  a low  urine  specific 
gravity. 

SIWI  and  psychosis  is  almost  certainly  related  to 


TABLE  I 


Characteristics  of  Three  Schizophrenic  Patients  with  Self-induced  Water  Intoxication  and 
Inappropriate  Secretion  of  Antidiuretic  Hormone 


Age  and 
Sex 

Polydipsia 
and  Seizure 

Psychiatric 
t Disorder 

Serum  Sodium 
(mEq/liter) 

N=  136- 145 

Serum  Osmolality 
(mOsmAg  serum) 

N =2  75-295 

Urine  Osmolality 
(mOsmAg  serum) 
N=275-295 

Specific  Gravity 
of  Urine 

N= 1.003- 1.030 

Case  1, 

56  years, 
male 

Yes 

Chronic 
Schizophrenia, 
paranoid  type. 

1 15 

249 

665 

1.005 

Case  2. 

55  years, 
male 

Yes 

Schizophrenia, 
Chronic,  UT*. 
Hydrophilic 
delusions. 

103 

232 

695 

1.007 

Case  3. 

61  years, 
male 

Yes 

Schizophrenia, 
Chronic,  type: 

UT* 

124 

258 

821 

I.OlO 

‘Undifferentiated  type  (UT) 
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SIWI  is  usually  associated  with  hydro- 
philic delusions,  purification  of  the  body  and  excessive 
cleanliness  of  the  inner  body,  but  it  could  also  be  asso- 
ciated with  thirst  mechanisms.  Hydrophilic  delusions 
were  first  described  in  1979-'.  These  hydrophilic  delu- 
sions may  also  be  associated  with  delusions  of  bowel 
purification  or  delusions  of  grandeur  seen  in  patients 
with  hypochondriacal  delusions  where  excessive  water 
intake  is  performed  in  order  to  calm  the  nerves  or  make 
bowel  movements^^.  There  can  also  be  some  internal 
aberrations  of  the  reset  osmostat'^  due  to  organic  hypo- 
thalamic dearrangements  in  schizophrenic  patients'. 

The  pathophysiology  of  water  balance  is  now  better 
understood  even  though  it  is  not  understood  why  this 
water  balance  is  disturbed  in  some  schizophrenic 
patients.  As  illustrated  in  figure  1,  the  synthesis  and 
transport  of  the  octapeptide  arginine-vasopressin  origi- 
nates in  the  supraoptic  and  paraventricular  nuclei  of  the 
hypothalamus.  ADH  is  transported  to  the  neurohypo- 
physis (posterior  lobe  of  the  pituitary  gland)  by  axonal 
transport  in  formed  clusters  or  vesicles.  The  secretion  of 
ADH  occurs  in  episodic  pulses  that  are  regulated  by 
various  mechanisms  including  the  effects  of  plasma 
osmolality,  renin  secretion,  limbic  system  openloop  cir- 
cuits and  circadian  and  ultradian  rhythms  all  of  which 
affect  central  and  peripheral  mechanisms  that  influence 
diencephalic  nuclei.  ADH  is  the  hormone  that  preserves 
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Figure  1.  Regulation  of  Water  Balance  1.  Drinking  water  stimulates 
brain  centers  (a)  and  hypothalamic  osmoreceptors  (b).  2.  Changes  in 
extracellular  volume  produce  a decrease  in  plasma  osmolality  (diagram 
A I,  A2);  this  change  in  plasma  osmolality  decreases  the  secretion  of  the 
antidiuretic  hormone  (A3,  A4).  During  dehydration  the  opposite 
occurs.  Changes  in  plasma  osmolality  A2  stimulate  osmoreceptors  in 
the  hypothalamus  (b).  3.  The  antidiuretic  hormone  (ADH)  is  synthes- 
ized in  supraoptic  and  paraventricular  hypothalamic  neurons  (SON  & 
PVN).  4.  ADH  is  transported  from  these  neurons  through  the  pituitary 
stalk  (PS)  to  terminals  in  the  neurohypophysis  (NH).  From  the  NH, 
ADH  passes  into  the  circulation  via  the  fenestrated  capillaries  (fc).  5. 
After  entering  the  circulation  in  secretion  pulses  it  perfuses  the  kidneys' 
distal  tubules  where  it  binds  to  ADH  receptors  whose  function  is  to 
stimulate  the  absorption  of  water  against  the  osmotic  pressure. 
Abbreviations:  AP=Anterior  Pituitary;  OC=Optic  Chiasma;  C=Arte- 
rial  Circulation;  G~Kidney  glomerulus;  Solid  black  arrows  are  episodic 
pulses  of  ADH  and  its  activity  on  ADH  receptors;  H2O;  lI=Urine. 


water  in  the  body.  When  there  is  dehydration  its  secretion 
is  augmented  and  it  acts  on  the  distal  convoluted  and 
collecting  tubules  in  the  kidney.  It  controls  the  reabsorp- 
tion of  water  against  osmotic  pressure.  ADH  is  responsi- 
ble for  the  daily  reabsorption  of  14  to  18  liters  of  water  by 
the  distal  tubules.  When  there  is  low  plasma  osmolality, 
loss  of  sodium  or  too  much  hydration,  the  effects  are 
reversed  and  diuresis  occurs.  This  is  the  appropriate  phy- 
siological sequential  events  in  the  physiology  of  water 
balance.  In  SIAD  and  SIWI,  ADH  levels  are  usually  high 
in  about  85%  of  the  cases  and  ADH  is  continually  being 
secreted  with  a low  plasma  osmolality  producing  an 
abnormal  retention  of  water  and  leading  to  water 
intoxication. 

Seizures  of  the  grand  mal  type  are  thought  to  be  pro- 
duced by  hyponatremia  below  120  mEq/ liter.  At  this 
level  of  osmotic  pressure  the  water  in  the  cell  such  as 
neurons  accumulates  and  it  leads  to  intracellular  edema. 
The  swelling  of  the  neurons  impair  their  functioning.  The 
history  of  convulsions  in  SIWI  and  SIAD  is  more  com- 
plicated, specially  in  chronic  schizophrenic  patients.  The 
pAV  containing  neurons  can  release  the  peptide  as  a 
neurotransmitter  and  this  release  decreases  the  seizure 
threshold  of  circulating  pAV^^.  It  is  also  important  to 
note  that  virtually  all  neuroleptic  agents  have  been  re- 
ported to  cause  seizures  even  though  the  incidence  is  less 
than  1 %.  T ricyclic  antidepressants  can  also  cause  seizures 
to  a lesser  degree  and  they  have  been  reported  to  have 
anticonvulsant  properties'^.  Therefore,  in  psychiatric 
patients  with  SIWI  and  SIAD  psychotropic  medications 
may  actually  lower  the  threshold  for  the  seizure-like 
properties  of  the  pAV  or  by  interfering  with  the  sodium 
mechanisms  at  the  tubular  level. 

There  are  other  factors  that  must  be  considered  in  the 
water  regulation  by  the  distal  tubule  such  as  the  neural 
control  of  renal  tubular  sodium  reabsorption,  but  its 
relation  to  SIWI  needs  to  be  investigated  further^^.  It  is 
also  known  that  adrenergic  mechanisms,  specially  the 
neurotransmitter  dopamine,  plays  an  important  role  in 
neural  thirst  mechanisms^^.  In  schizophrenia  deopami- 
nergic  receptor  activity  is  hypothesized  to  be  affected^^. 
SIAD  and  SIWI  with  psychosis  is  hypothesized  to  be  due 
to  an  increase  in  central  dopaminergic  tone  or  dopami- 
nergic reactivity29,3<'.  However,  also  agents  known  to 
block  dopamine  receptors  induce  an  increase  in  water 
intake  in  schizophrenic  patients  by  altering  dopaminergic 
transmission^'. 

The  actual  site  where  psychotropic  agents  induce 
SIWI  and  SIAD  is  less  clear.  Neuroleptic  agents  such  as 
fluphenazine^,  haloperidoP^^  thiothixene^^,  thiori- 
dazine^"*,  and  chlorpromazine^^  as  well  as,  antidepres- 
sant agents  such  as  amitriptyline^^,  desipramine^'^, 
imiprane,"  nomifensive,^®  clorimipramine^’  and  the 
monoamine  oxidase  inhibitor,  tranylcypromine'*®,  have 
been  shown  to  produce  SIAD.  Neuroleptic  agents  block 
dopamine  receptors  and  the  antidepressants  stimulate 
neurotransmitter  activity,  therefore  it  is  not  possible  to 
postulate  a simple  neuropharmacological  action.  It  is 
likely  that  other  central  and  peripheral  neural  and  neuro- 
humoral  effects  are  produced  by  these  agents  that  are 
responsible  for  the  SIAD.  Carbamazepine  also  produces 
SIAD'*',  but  lithium  carbonate  inhibits  the  action  of 
ADH  on  the  distal  tubules  and  it  is  useful  in  the  treatment 
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of  SIAD'^2  it  is  also  important  to  note  that  the  incidence 
of  these  drug-induced  SIAD  is  relatively  low  and  the 
causal  relation  at  best  is  controversiaF’*.  Our  three 
patients  received  various  agents  known  to  produce  SIAD 
such  as  fluphenazine,  haloperidol,  thiothixene  and 
carbamazepine. 

With  the  advent  of  radioimmunoassays  for  the  mea- 
surement of  pAV  four  subgroups  of  SIAD  have  been 
described.  Group  I occurs  in  about  35%  of  the  cases  of 
SIAD;  in  this  group  pAV  levels  are  independent  of  plas- 
ma osmolality.  Group  II  (35%)  the  pAV  changes  around 
deviations  on  an  abnormally  low  plasma  osmolality  due 
to  a resetting  of  the  hypothalamic  osmostat.  Group  III 
occurs  in  1 5%  of  the  cases  where  the  pAV  continues  to  be 
released  due  to  a “leak”  mechanism  as  the  plasma  osmo- 
lality falls  to  abnormally  low  values.  Group  IV  occurs  in 
15%  of  the  cases;  in  this  group  the  renal  receptors  for 
pAV  are  hypersensitive  and  they  respond  in  an  aug- 
mented way  even  to  very  low  levels  of  pAV'*.  There  is 
evidence  that  patients  with  SIWl  and  SIAD  have  from 
two  to  tenfold  the  normal  value  of  pAV*.  It  is  beyond  the 
scope  of  this  report  to  enter  into  the  different  classifica- 
tions for  the  other  types  of  SIAD  or  for  the  multiple 
etiologies  of  the  syndrome. 

The  general  guidelines  for  the  diagnosis  and  man- 
agement of  SIWI  and  SIAD  in  psychiatric  patients  are 
similar  to  those  encountered  in  non-psychiatric  patients. 
It  is  recommended  that  the  medical  history  is  the  most 
important  element  in  the  proper  assessment  of  SIWI  and 
SIAD.  The  physical  examination  of  the  patient  is  the 
second  most  important  element.  Patients  with  SIWI  and 
SIAD  are  usually  well  hydrated  with  normal  turgor  of  the 
skin;  rarely  they  show  signs  of  pending  edema  or  any 
other  signs  associated  with  cardiovascular,  adrenal  or 
renal  disease.  The  third  important  element  is  the  labora- 
tory results;  in  this  disorder  laboratory  findings  are  essen- 
tial for  the  establishment  of  the  diagnosis:  a low  serum  Na 
between  125  and  130  mEq/ liter  in  a psychotic  or  disor- 
ganized patient  should  be  considered  as  an  impending 
SIAD  with  seizures;  in  these  patients  emergency  serum 
osmolality,  urine  osmolality,  Na  and  specific  gravity 
should  be  done  immediately.  If  available  pAV  levels 
should  be  monitored.  In  order  to  support  the  diagnosis  of 
SIAD  there  should  be  a complete  workup  to  rule  out 
renal,  adrenal  and  cardiovascular  disease.  Chest  X-ray 
and  a brain  CT  scan  should  be  done. 

In  this  initial  assessment  the  medical  alert  for  water 
intoxication  should  be  documented  in  the  medical 
orders.  The  standing  operational  procedure  for  ward 
personnel  should  include:  constant  observation  for 
drinking  behavior;  weigh  the  patient  after  the  order  has 
been  given,  when  the  patient  drinks  water  estimate 
approximate  volume  ingested  and  weigh  him  again. 
Psychiatric  patients,  specially  when  they  are  psychotic, 
drink  excessive  amounts  of  water  without  being  aware  of 
this  behavior,  viz.  drinking  behavior  neglect  or  amnesia. 
Patients  with  hydrophilic  delusions  usually  drink 
inordinate  amounts  of  water  while  they  are  taking  a 
regular  shower,  they  may  drink  from  2 to  4 gallons  of 
water  during  delusions  of  purification.  Patients  with 
paranoid  behavior  object  being  observed  and  these 
patients  will  hide  to  drink  excessive  amounts  of  water 
when  the  observation  is  careless  or  during  the  shifts  of 


staff.  Some  patients  complain  of  thirst  and  they  do  not 
see  anything  wrong  with  their  drinking  behavior;  if  the 
medical  staff  is  not  aware  of  the  laboratory  findings  and 
the  dangers  of  SIWI  and  SIAD  they  will  agree  with  the 
patient. 

When  a psychotic  patient  present  with  a grand  mal 
type  of  seizure  and  hyponatremia,  it  is  frequently  due  to 
SIWI  and  SIAD.  Rarely  SIAD  occurs  without  some 
element  of  SIWI  in  psychiatric  patients  but  other  causes 
to  consider  are  side  effects  of  psychotropic  medications 
being  used  for  the  treatment  of  their  psychiatric 
disorders. 

Once  the  diagnosis  of  SIWI  and  SIAD  is  made  the 
most  important  element  in  its  management  is  to  eliminate 
those  factors  which  contribute  to  the  disorder.  First, 
water  intake  should  be  reduced  or  stopped.  Second,  all 
psychotropic  medications  should  be  stopped.  If  patient  is 
taking  medications  that  can  produce  a withdrawal 
reaction  such  as  the  anxiolytics  these  should  be  reduced 
slowly.  Anxiolytics  rarely  produce  a SIAD.  In  our 
experience  most  psychotic  patients  can  withstand  one  or 
two  days  without  antipsychotic  medications  although 
cases  of  hypersensitivity  psychosis  have  been  reported 
almost  immediately  after  stopping  these  agents.  If  the 
psychosis  aggravates,  the  medications  must  be  restarted 
at  a lower  dose  keeping  control  on  the  water  intake.  We 
do  not  recommend  the  use  of  electroshock  treatment  or 
lithium  for  the  treatment  of  this  disorder  in  psychiatric 
patients. 

The  SIWI  and  SIAD  with  acute  psychosis  is  a medico- 
psychiatric  emergency  and  it  should  be  treated  by  a multi- 
disciplinary team  that  includes  an  internist  and  a 
psychiatrist. 

Consequences  of  missing  the  diagnosis  include:  recur- 
rent seizure  disorder  of  unknown  nature  with  multiple 
head  trauma  and  neurological  sequelae;  development  of 
confusional  states;  organic  delirium;  coma  and  death.  If 
unattended  the  mortality  could  reach  15%^'. 

The  most  significant  finding  of  this  study  is  the  surpris- 
ing low  incidence  of  SIWI  and  SIAD  in  chronic  schi- 
zophrenics in  Puerto  Rico.  It  is  well  established  now  that 
the  incidence  of  this  disorder  in  mental  hospitals  runs 
between  3 and  5%2’'^>^'.  Why  is  this  disorder  of  water 
balance  so  rare  in  our  schizophrenic  patients?  It  is  our 
clinical  opinion  that  the  reason  for  such  a low  occurence 
could  be  that  our  clinical  staff  supervises  more  closely 
these  patients;  that  there  is  lack  of  awareness  of  selF 
induced  water  intoxication  and  SIAD  in  our  patients;  or 
could  be  due  to  an  unknown  biological  or  cross-cultural 
factor  in  our  environment  that  suppresses  the  SIAD.  We 
have  previously  reported  that  adrenocortical  insuffi- 
ciency (Addison’s  disease)  is  also  rare  in  our  puerto  rican 
population'’^.  It  is  the  clinical  impression  of  internists  in 
Puerto  Rico  that  hyponatremias  are  common  yet  it  is 
hard  to  find  cases  of  SIAD  and  Addison’s  disease.  We 
hope  that  this  report  will  foster  the  interest  in  this  area 
and  will  help  patients  with  this  disorder. 

Resumen:  Se  ha  encontrado  que  alrededor  de  3 a un 

5%  de  pacientes  esquizofrénicos  hospitalizados  desarrollan 
un  cuadro  clínico  compatible  con  la  intoxicación  por  agua, 
producto  de  su  ingestión  excesiva  y una  secreción  inade- 
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cuada  de  la  hormona  antidiurética.  Entre  las  carac- 
terísticas sobresalientes  de  este  trastorno  del  balance 
hidrico  se  incluyen  las  siguientes:  psicosis  o estados 
mentales  que  requieren  medicamentos  psicotrópicos; 
convulsiones  generalizadas  o historial  de  transtornos 
convulsivos;  niveles  de  sodio  plasmático  por  debajo  de  lo 
normal,  inmediatamente  después  de  la  convulsión;  bajos 
niveles  de  osmolaridad  plasmática;  altos  niveles  de 
osmolaridad  en  la  orina;  hipostenuria;  polidipsia  manifiesta 
o amnesia  de  esta  conducta  que  ocasionalmente  se  asocia 
con  delirios  hidrofílicos  o polidipsia  psicogénica.  Se  hace 
una  breve  revisión  de  la  literatura,  criterios  diagnósticos, 
factores  patofísiológicos  y posibles  medidas  preventivas. 
En  un  estudio  retrospectivo  de  nuestra  población  psiquiá- 
trica en  un  periodo  de  ocho  años,  fueron  encontrados 
solamente  tres  casos  bien  documentados  de  intoxicación 
por  agua  provocada  por  ingestión  de  agua  excesiva  y 
síndrome  de  secreción  inadecuada  de  hormona  antidiuré- 
tíca.  Es  nuestra  opinión  que  la  reportada  baja  incidencia  de 
estos  trastornos  en  nuestra  población  psiquiátrica  se  debe 
probablemente  a que  estos  cuadros  clínicos  no  son 
fácilmente  reconocidos  o quizás  a que  existan  factores 
desconocidos  biológicos  o transculturales  que  contribuyen 
a la  ausencia  de  manifestación  de  estos  trastornos  del 
balance  hidrico. 
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Esta  joya  no  la  tiene  que 
guardar  en  el  banco. 


Como  un  diamante  perfecto,  Volvo  se  destaca  entre  todos  los  carros 
de  lujo  europeos. 

Tapizados  en  piel  legítima,  que  aumenta  su  confort  y el  placer  de  guiarlo, 
al  mismo  tiempo  que  subraya  la  elegancia  de  sus  interiores. 

Sofisticado  sistema  estereofónico,  con  ecualizador  gráfico  de  cinco  bandas, 
que  le  hará  sentirse  como  en  una  sala  de  conciertos. 

Modernas  butacas  individuales  delanteras  que  se  ajustan  fácilmente  a una 
infinidad  de  cómodos  ángulos,  e incluyen  un  firme  soporte  lumbar,  que  es 
también  ajustable. 

Detalles  como  un  avanzado  sistema  de  control  de  medioambiente  y 
un  panel  de  instrumentos  y controles  diseñado  para  proporcionarle  aún 
mayor  comodidad. 

Y espléndido  funcionamiento,  extraordinaria  maniobrabilidad  e impresionante 
potencia,  que  le  proporcionarán  tanta  emoción  como  cualquier  sedán  de  su 
categoría. 

Venga  a Trébol  Motors  o a sus  dealers  autorizados  a buscar  su  nuevo 
Volvo  1986.  Porque  al  igual  que  un  diamante,  Volvo  no  ofrece  solamente 
belleza,  sino  que  es  también  una  gran  inversión. 


Por  tantas  buenas  razones  . . . 
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Calidad  que  no  se  discute 

■ 3 años  de  garantía  sin  limite  de  millaje  y sin  costo  adicional  ■ Taller  de  Guardia  los  siete  días  de  la  semana  ■ Servicio  Tele  SOS  I 
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On  nitrates,^ 
but  angina  still 
strikes». 


Aftera  nitrate, 
add  ISOPTlff 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Seconcf,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers;  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . .for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  bete-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIIi 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  r AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side  Revised  August,  1984.  2385 
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Nerve  Conduction  Velocities: 

Normal  Values  for  Median  and  Ulnar  Nerves 
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Abstract:  Every  laboratory  should  establish  their 

own  normal  parameters  for  nerve  conduction  velocities, 
in  view  that,  these  can  be  affected  by  some  factors  like 
temperature,  electrode  placement  and  measuring  tech- 
niques. Forty-five  volunteers  (35  females  and  10  males) 
between  ages  15  to  64,  underwent  a complete  history  and 
physical  examination  to  exclude  peripheral  neuropathy. 
Laboratory  tests  included  CBC,  urinalysis,  SMA-12,  2 
hour  post  prandial  plasma  glucose,  serum  Tj  resin  uptake 
(TjR),  total  thyroxine  (TT4)  and  calculated  free  thyrox- 
: ine  index  (FTI). 

The  values  obtained  for  conduction  velocities  of 
median  and  ulnar  nerves  were  comparable  with  those 
1 described  previously  in  the  literature.  When  values  were 
I compared  between  age  groups,  no  significant  differences 
were  found.  Aging  was  not  found  a determinant  factor  in 
I slowing  nerve  conduction  velocities  or  prolonging  distal 
I delay. 

T-' 

I he  first  nerve  conduction  studies  on  motor  nerves 
I JL  were  done  by  Hodes  in  1948.  Eight  years  later, 
Dawson  reported  studies  on  isolated  sensory  potentials 
in  man.  Thereafter,  these  measurements  became 
I important  clinical  parameters  in  the  diagnosis  of 
* conditions  involving  peripheral  nerves.  Abnormalities  in 
nerve  conduction  are  widely  recognized  in  neuropathies 
of  different  etiological  conditions  like  diabetes  mellitus, 
uremia,  hypothyroidism,  alcoholism,  carcinoma, 
toxicity  with  heavy  metals  and  drugs,  vitamin  B 

I deficiency  and  Guillain  Barré  Syndrome  among  others. 

Many  researchers  have  established  normal  values  for 
I conduction  velocities  of  motor  and  sensory  nerves.  In 
view  that  nerve  conduction  can  be  affected  by  some 

¡factors  like  temperature  and  measuring  techniques,  every 
laboratory  should  have  its  own  normal  values.  Based  on 
this,  our  main  goal  was  to  establish  normal  parameters 
for  our  laboratory  and  compare  them  with  those 
previously  described  in  the  literature. 

Materials  and  Methods 

{ Subjects  considered  for  this  study,  were  45  volunteers 
* (35  females  and  10  males),  between  ages  15  to  64.  All 
subjects  underwent  a complete  history  and  physical 
examination  to  exclude  peripheral  nerve  involvement. 

Laboratory  tests  included:CBC,  urinalysis,  SMA-12 
(BUN,  creatinine,  SCOT,  alkaline  phosphatase,  LDH, 
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CPK,  FBS,  total  protein,  calcium,  albumin,  bilirubin, 
inorganic  phosphate,  uric  acid),  2 hour  post  prandial 
plasma  glucose,  serum  T3  resin  uptake  (T3R),  total 
thyroxine  (TT4)  and  calculated  free  thyroxine  index 
(FTI).  A written  consent  was  obtained  from  all 
volunteers  before  nerve  conduction  studies  were  per- 
formed. 

Before  placing  the  electrodes,  the  skin  was  prepared  by 
by  abrasion  and  friction  with  alcohol  to  diminish  skin 
resistance.  Surface  electrodes  (active,  reference  and 
ground)  and  stimulator  were  placed  as  described  by 
Melvin,  Harris  and  Johnson'  and  Melvin,  Schuchman 
and  Láñese,^  as  sumarized  in  Table  I. 


TABLE  I 


Summary  of  Electrode  Placement  Technique 


Median  Motor 

Median  Sensory 

Active 

Half  distance  between  MP 
of  thumb  and  the  midpoint 
of  the  distal  wrist  crease. 

(Antidromic  technique) 
Proximal  at  base  of  2nd 
finger. 

Reference 

D.I.P.  of  thumb. 

4 cm  apart  from  active 
electrode 

Ground 

Dorsum  of  hand. 

Dorsum  of  hand. 

Distance 

Distal: 

8 cm,  cathode  stimulation 
over  median  nerve  located 
between  the  palmaris 
longus  and  flexor  carpi 
radialis  tendon. 

14cm  from  active  electrode 
at  wrist  over  median  nerve. 

Proximal : 

Just  above  elbow,  medial 
to  the  pulsation  of  the 
brachial  artery. 

Ulnar  Motor 

Ulnar  Sensory 

Active 

Belly  or  abductor  digit! 
quinti. 

(Antidromic  Technique) 

Base  of  5th  digit. 

Reference 

Base  of  5th  digit. 

4cm  apart  from  active  ring 
electrode. 

Ground 

Dorsum  of  hand. 

Dorsum  of  hand. 

Distance 

Distal: 

8cm  proximal  to  the  active 
electrode  and  just  lateral  to 
the  tendon  of  the  flexor 
carpi  ulnaris. 

14cm  from  active  electrode 
at  wrist  over  ulnar  nerve. 

Proximal: 

At  ulnar  groove  on  elbow. 
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Skin  temperature  was  measured  near  the  stimulation 
site  with  a digital  thermometer.  Volunteers  had  at  least  a 
15  minute  rest  period  before  starting  with  nerve 
conduction  study  to  minimize  changes  in  temperature. 
The  electromyogram  (E.M.G.)  apparatus  used  was  a 
TECA  model  TE-42  (Electrophysiological  Recording 
System).  Sweep  velocity  was  2 and  5 msec/division  for 
sensory  and  motor  conduction,  respectively.  The 
amplitude  of  evoked  potential  was  measured  from  peak 
to  peak  for  sensory  potentials  and  only  the  negative  peak 
for  motor  potentials.  Duration  of  potentials  was 
measured  from  point  of  take  off  until  it  return  to 
baseline.  Motor  nerve  latencies  were  measured  with  a 
gain  of  500  uV/ division  from  shock  artifact  until  the 
beginning  of  the  initial  deflection.  Sensory  nerve 
latencies  were  measured  with  a gain  of  50  uV/ division 
from  shock  artifact  to  the  peak  of  the  negative  deflection. 
For  nerve  stimulation,  a rectangular  pulse  was  applied 
supramaximally  at  a duration  of  0.1  msec  with  a 
frecuency  of  1 pulse/ sec. 

Distal  latencies,  both  motor  and  sensory,  were 
obtained  from  median  and  ulnar  nerves  besides  nerve 
conduction  velocities  of  forearm  segment  and  at  Erb’s 
point  (ulnar  nerve  only).  These  were  taken  unilaterally 
for  each  individual  using  the  non-dominant  hand.  The 
length  of  nerve  segment  tested  was  measured  with  a steel 
measuring  tape.  For  ulnar  nerve,  measurements  were 
performed  with  the  arm  abducted  20°,  and  the  elbow 
flexed  70°.  For  median  nerve,  measurements  were  per- 
formed with  the  arm  abducted  10°  and  complete  elbow 
extension. 


Results 

Tables  2 and  3 show  median  and  ulnar  nerve  distal 
latencies  of  both  motor  and  sensory  nerves  with  measure- 
ment of  amplitude  and  duration  of  distal  evoked 
response  besides  skin  temperature  determination.  They 
also  depict  nerve  conduction  velocities  of  forearm  seg- 
ment and  at  Erb’s  Point  for  ulnar  nerve.  All  these  results 
were  divided  into  five  age  groups;  15-24,  25-34,  35-44, 
45-54  years,  and  for  each  parameter,  their  mean,  stand- 
ard deviation,  range  and  standard  error  are  shown.  The 
rationale  for  dividing  the  results  by  age  groups  was  to 


TABLE  2 


MEDIAN  NEBVE  CONDUCTION  VALUES  BY  ACE  CBOVPS 
M 0 T O B S E N S 0 B T 


ACE  CROUP 
(TES) 

0 D 
(•aec) 

AMP. 

(•V) 

DOB. 

(■aec) 

TEMP. 

CO 

VEL. 

(•/aec) 

D D 
(•aec) 

AMP. 

DUB. 

(•aec) 

TEMP. 

CO 

(1)  lS-24 

Mean  (>) 

S.D.  (tf*  n-l> 
S.E. 

Range 

N - 10 

3.27 

(+.41) 

+ .13 
(2. 7-3.6 

8.5 

13.35 

33.35 

64.65 

(+3.2) 

+1.01 

(60-69.4) 

3.29 

(+.42) 

+.  13 

(2. 6-4.0) 

62 

3.2 

33.35 

(2)  25-34 

Mean  OD 

S.D.  (/'n-D 
S.E. 

M > 9 

3.26 
(+.35) 
+.12 
(2. 7-3.8 

6.22 

13.44 

34.5 

66.21 
(+6. 16) 
+2.06 
(57-76.8) 

3.26 

(+.25) 

+ .08 

(2. 8-3. 5) 

49.3 

3.11 

34.33 

(3)  35-44 

Mean  fx) 

S.D.  (^n-l) 
S.E. 

Range 

N - 9 

M - 9 

3.19 

(+.39) 

+ .13 

(2.6-3.75 

8 

11.69 

33.61 

60.03 

(+2.82) 

+ .94 

(54-63.3) 

3.26 

(+.23) 

+ .07 

(2.9-3.55 

51.44 

2.79 

33.61 

•(4)  45-54 

Mean  («) 

S.D.  (^n-l) 
S.E. 

Range 

w ” 0 

3.24 

(+.42) 

+ .15 

(2. 8-3. 8) 

7.38 

11.36 

34.28 

58.36 

(+6.45) 

+2.28 

(51.0-71.2 

3.37 
(+.21) 
+0.07 
(3. 1-3-6 

41.86 

2.23 

34 

*(5)  55-64 

Mean  (T) 

S.D.  (tf'n-l) 
S.E. 

Range 

N • 7 

H • S 

3.3 

(+.41) 

+ . 15 

(2. 8-3. 9) 

7.66 

12.71 

33.36 

59.23 

(+4.42) 

+ 1.60 
(52.6-65.8 

3.13 

(+.30) 

+ .U 

(2. 7-3.6) 

36.43 

2.93 

33.5 

•Hcdt«n  Nerve  Veluee  («K>Cor  end  eeniory)  were  eUaineted  In  eech  group  due  to  svsipconatlc  nerve  coepresdon 
at  carpal  tunnel. 


TABLE  3 

ULNAB  NEBVE  CONDOCTION  VALUES  BY  ACE  GEOUPS 


WOTOB  SENSOBT 


AGE  CROUP 
(YBS) 

D D 
(•aec) 

AMP 

(•V) 

DUB 

(•aec) 

TEMP 

CO 

(•”ec) 

EBB'S 

VEL 

D D 
(•aec) 

AMP 

(/^V) 

DUB 

(•aec) 

TEMP 

CO 

(1)  15-24 

Mean  (T) 

S.D.  ( ^-l> 
S.E. 

Range 

N - 10 

2.71 

(+.27) 

+0.08 

(2.35-3.2) 

6.4 

13.8 

33.35 

61.65 

(+5.10) 

+1.61 

(52-67.9) 

66.9 

(+5.33) 

+1.68 

(60-75.4) 

3.42 
(+.40) 
+0.13 
(2. 6-3. 8 

56.5 

2.6 

33.2 

(2)  25-34 

Mean  (7) 

S.D.  (jJiL-l) 
S.E. 

Range 

N ■ 9 

M - 9 

2.7 

(+.3) 

+0.1 

(2. 4-3. 3) 

7.44 

14.11 

33.44 

63.3 

(+6.45) 

+2.15 

(53.3-73) 

66.63 

(+5.48) 

+1.83 

(59.5-75.4) 

3.19 
(+.26) 
+0.08 
(2. 6-3. 6) 

48.56 

3.42 

33.83 

(3)  35-44 

Mean  C7) 

S.D.  (^-l) 
S.E. 

Range 

N • 9 

2.6 

(+.24) 
+0.08 
(2. 4-3. 2) 

7.22 

11.56 

32.56 

65.42 

(+5.76) 

+1.92 

(57.5-77.6 

65.09 

(+5.05) 

+1.68 

(57.6-714) 

3.12 

(+.40) 

+013 

[2.3'-3.55) 

48.33 

2.03 

32.61 

(4)  45-54 

Mean  or) 

S.D.  ( (Ja-I) 
S.E. 

Range 

N » 9 

M - 9 

2.73 
(+.24) 
+0.08 
(2.4-3. 2) 

6 

11.11 

34.44 

63.41 

(+3.33) 

+1.11 

(57.6-68.6) 

63.21 

(+5.06) 

+1.68 

(56.6-70-3 

3.16 
(+.32) 
+0. 10 
(2. 6-3. 8) 

36.89 

2.2 

34.33 

(5)  55-64 

Mean  GT) 

S.D.  {^a-M 
S.E. 

Range 

N - 6 

— H ■ 6 

2.75 
(+.27) 
+0.09 
(2.4-3. 1) 

5.94 

10.86 

33.38 

60.62 

(+6.46) 

+3.0 

(52.1-78.8) 

62.53 

(+5.34 

(+6.48 

(55.4-704 

3.08 

(+.38) 

+0.13 

(2.25-3.5 

32. 3t 

2.19 

33. 3( 

N > Number  of  Nervea  N ~ Number  of  Individúala 


Study  the  possibility  that  as  a person  gets  older,  there  is 
some  statistical  significant  change  in  nerve  conduction. 
This  was  not  so,  using  student’s  unpaired  t - test,  for  the 
median  and  ulnar  nerve  values  comparing  the  youngest 
group  (15-24  yrs)  and  the  oldest  group  (55-64  yrs) 
p>0.05.  In  fact,  there  was  only  some  significant  decrease 
of  median  nerve  conduction  velocity  (forearm  segment). 
By  pure  observation,  there’s  a clear  tendency  to  decrease 
in  the  mean  amplitude  of  both  sensory  nerve  potentials  of 
median  and  ulnar  nerve  as  age  increases. 

The  mean,  standard  deviation  and  range  for  median 
and  ulnar  nerves  (motor  and  sensory)  for  all  age  groups 
(15-67  yrs)  were  found  to  be  in  accordance  with  those 
described  in  literature,  as  depicted  in  Table  4.  Recorded 
skin  temperature  was  never  lower  than  30° C and  the 
mean  value  ranged  between  33°-34°C. 


TABLE  4 


■DIM  AB  UUIAB  ICBVE  COBUCTIOB  VALtCS  FOB  AU.  ACE  OOFS  (IB-CS  TEARS) 

■ Ota» . S E I S fli  f 


AS  CROUP 

0 0 

AM 

TDT 

VEL 

EB'S 

VEL 

D 

out 

TDV 

(1)  (DIM  KRVE 
■tean  fa) 

S.D.  tr") 

N • 43 

K • 45 

3.2S 

(•0.38) 
(2. 6-3. 9) 

8.02 

(♦2.68) 

(3-18) 

12.57 

(♦2.24) 

(8-18) 

(Í5Í5S) 

(61-76.0) 

3.26 
(10.29) 
(2. 6-4.0 

56.45 

(•27.82 

(20-140 

2.87 

(♦0.86 

(1.5-4 

33 

(2)  ULNAR  NERVE 

Mean  f7) 

5.0.  (tf-o) 

Ran^e 

N • 45 

M • 45 

2.73 

(+0.25) 

(2.35-3.3) 

6.63 

(♦1.45) 

(4-11) 

12.38 

(♦2.6?) 

(8-20) 

33 

63.31 

(^.14) 

(S2-7e.O) 

65.01 

(15.33) 

(55.4-75.4) 

3.17 

(1P.3$) 

(225-3.8) 

45.46 

(♦20.56 

(20-90) 

2.34 

(lp.68: 

(1.5-4] 

33 

R • of  Nerves  N * NMiber  oT  iMIvIdlMlS 


Table  5 shows  a schematic  presentation  of  the  history, 
physical  examination  and  laboratory  data  divided  by  age 
group.  For  age  groups  (15-44  yrs),  history  and  physical 
examination  were  negative  for  neuropathy,  and  labora- 
tory tests  were  within  normal  limits  except  for  three 
subjects.  These  subjects  presented  only  a T3  resin  uptake 
level  slightly  decreased  with  normal  total  T4  and  FTl 
levels;  findings  which  are  not  considered  clinically 
significant. 

In  age  group  (45-54  yrs)  there  was  one  subject  who  had 
a positive  history  of  thyroid  nodules  without  treatment 
and  slightly  decreased  T3  resin  uptake  with  normal  total 
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TABLE  S 

PERTINENT  CLINICAL  ANO  LABORATORY  PARAMETERS  OF  STUDY  SUBJECT 


LABORATORY  DATA 

AGE  GROUP 

NO. 

SEI 

HISTORY 

PHYSICAL  EXAM 

TOTAL 

ni 

(TRS) 

SUBJECT 

F/K 

T4 

RESIN  UPTAKE 

'ir.  15-4.  58) 

(1) 

15-24 

10 

6/4 

NEG. 

NEG. 

WNL  Except  for 

Subject  t 2 

T3=20.6S 

i T4*9.6  (N) 

FTI» 

1.9  (N) 

Subject  » 6 

T3'22.3X 

^ T4*8.0  (N) 

FTI- 

1.7  (N) 

(2) 

25-34 

9 

6/3 

NEG. 

NEG. 

WNL  Except  for 

Subject  9 5 

T3*21.41 

i T4.6,9  (N) 

FTI- 

1.4  (N) 

(3) 

35-44 

9 

8/1 

NEG. 

NEG. 

WNL 

(4) 

45-54 

9 

8/1 

NEG. 

NEG. 

WNL  Except  for 

Except:  Subj.#l  Hx 

Except:  *Subj.#3 

Subject  f 1 

T3*2.l3t 

^ T4°8.1  (N) 

FTI- 

1.7  (N) 

thyroid  nodules  (1973) 

Tinnel  Sign  (Rt)+ 

Hx  & I 

’.R.,Neg.  for  Neuropathy 

U/0  treatment,  See  lab. 

Subject  9 6 

T3»19i 

▼ T4«12.4  (N) 

FTI- 

2.3  (N) 

data.  *Subj.  1 3 Numbness 

Hx  & F 

’.E.  Neg.  for  Neuropathy 

of  both  hands. 

(5) 

55-64 

e 

7/1 

NEG. 

NEG. 

WNL  Except  for 

Except:SubJ.  12  Hx 

Except:  ’Subj.  H 

Subject  9 3 Glucose 

(2hrpp)® 

160:  FBS-97fflg/d1 

(N) 

surgery  for  thyroid 

Tinnel  Sign  (Rt)* 

GTT:  BS/UrIne  (9/4/84) 

tumor  (7  yrs  ago) 

FBS  98/neg. 

Positive 

Fam.  Hx  - DM  both 

(Normal  T3,T4.  FTI  levels) 

l/2hr  177/neg. 

parents  (lODH-NIDDM) 

SubJ.  #7  Hx  Hypothyroidism 

Ihr  136/neg. 

Hx  & P.E. 

neg.  for  Neuropathy 

30  years  ago  (T3,T4,FTI: 

2hr  139/neg. 

WNL] 

3hr  97/neg. 

Subject  9 5 Total  T4  * 

’ 14meg/dl 

T3  = 

’ 25.8(N) 

FTI  * 3.6  (N) 

TOTAL 

45 

35/10 

• * Median  Nerve  Values  (motor  and  sensory)  were  eliminated  due  to  carpal  tunnel  syndrome 

Abbreviations:  Hx  « History,  P.E.  * Physical  Examination,  WNL  - Within  Normal  Limits,  Neg.  * Negative  for  Neuropathy.  ] * Increase, 
^ ' Decrease,  N » Normal. 

lOOM  = Insulin  Dependent  Diabetes  Mellltus,  NIDOM  ^ Non-Insulin  Dependent  Diabetes  Mellitus 


T4  and  FTI  levels,  but  a negative  history  and  physical 
examination  for  peripheral  neuropathy,  therefore,  he 
was  accepted  for  the  study.  In  the  same  group,  one  sub- 
ject presented  with  history  of  numbness  and  paresthesias 
of  hands  and  indeed,  presented  a positive  Tinnel  sign  over 
right  carpal  tunnel.  Median  nerve  values  were  excluded 
from  this  study,  but  the  rest  of  his  values  were  considered 
in  view  that  physical  examination  was  not  suggestive  of 
peripheral  neuropathy,  besides  having  normal  labora- 
tory tests.  Another  subject  also  presented  a decreased  T3 
resin  uptake  levels  with  normal  total  T4  and  FTI,  nega- 
tive history  and  physical  examination  for  neuropathic 
involvement,  and  no  known  disease  of  thyroid  metabo- 
lism. All  values  were  included. 

In  the  age  group  (55-64  yrs)  one  subject  had  a positive 
history  of  thyroid  surgery  for  a tumor  7 years  ago.  He  was 
clinically  euthyroid,  on  no  medications,  and  was  ac- 
cepted for  the  study  except  for  median  nerve  values 
because  he  showed  a positive  Tinnel  sign  over  the  right 
carpal  tunnel.  Physical  examination  didn’t  show  evi- 
dence of  peripheral  neuropathy  and  laboratory  data  was 
normal  including  thyroid  profile.  Another  subject  gave  a 
history  of  “hypothyroidism”  30  years  ago.  However 
though  on  no  medication,  she  presented  normal  thyroid 
values  and  completely  negative  physical  examination. 
Subject  3 in  age  group  (55-64  yrs)  showed  a negative 
history  and  physical  examination,  but  the  laboratory 
data  revealed  a 2 hour  post  prandial  blood  glucose  of  160 
mg%.  Fasting  blood  sugar  = 97  mg/dl,  but  in  view  that 
there  was  a strong  family  history  of  diabetes  mellitus,  a 
GTT  (glucose  tolerance  test)  was  performed  and  showed 
normal  values,  so  the  patient  was  included  in  the  study. 

Subject  5 showed  a total  T4  slightly  increased.  All 
other  parameters  were  within  normal  limits.  She  was  not 
1 taking  any  medication,  besides  having  a completely  nor- 
I mal  history  and  physical  examination  the  subject  was  not 
rejected  from  study. 


Discussion 

Nerve  conduction  velocity  values  and  the  correspond- 
ing recording  techniques  vary  from  one  author  to 
another.  Appendices  1 through  4 summarize  our  review 
of  the  literature.  Most  of  the  articles  fail  to  mention  age 
group,  and  almost  none  of  them  showed  measurements 
of  skin  temperature  or  amplitude  and  duration  of 
potentials.’’  ^ *’  ’’  “ 

In  order  to  try  to  compare  our  values  with  those 
described  in  the  literature,  the  recording  technique 
should  be  similar.  Melvin,  Schuchman  and  Láñese^ 
presented  a dist  '.1  motor  latency  for  median  nerve  of 
3.7  ± 0.3  (range:  3. 2-4.2).  This  is  similar  to  our  value  of 

3.25  ± 0.38  (range:  2. 6-3. 9).  Median  nerve  conduction 
velocity  in  our  subjects  was  much  higher  when  compared 
with  literature.^  Our  mean  value  was  affected  because 
subjects  on  age  groups  (15-44  yrs)  had  values  over 
60m/sec.  Melvin,  Harris  and  Johnson’  also  presented  a 
median  nerve  conduction  velocity  of  56.9  ± 4.2 

For  median  nerve  sensory  potential  (antidromic 
technique);  Melvin,  Schuchman  and  Láñese,^  and 
Melvin,  Harris  and  Johnson’  presented  a latency  of 
3.2  ± 0.25  (range:  2. 9-3. 7),  in  keeping  with  our  value  of 

3.26  ± 0.29  (range:  2. 6-4.0). 

Mavor  and  Libman'’  reported  a distal  motor  latency 
for  ulnar  nerve  of  2.8  (range:  2. 3-3. 4),  nearly  identical 
with  ours,  2.73  ± 0.25  (range:  2.35-3.3).  Distance  from 
active  electrode  to  stimulation  site  was  not  described  in 
their  article. 

For  ulnar  nerve  conduction  velocity;  Checkles, 
Russakov  and  Piero^  presented  a value  of  61.8  ± 5.0 
(range:  53-73)  similar  to  our  value  of  63.31  ± 6.14 
(range:  52-78.8).  London  presented  Erb’s  Point  velocity 
of  70.2  ± 5.02  (range:  58-82.4)  compared  with  ours  of 
65.01  ± 5.33  (range:  55.4-75.4).’  Difference  can  be 
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explained  because  subjects  in  London’s  study  maintained 
elbow  in  complete  extension  which  causes  ulnar  nerve  to 
fold  upon  itself  and  gives  an  error  in  calculation  of 
velocity.^  Erb’s  Point  velocity  of  ulnar  nerve  presents 
some  other  difficult  tasks  in  terms  of  measurement 
technique.  As  described  by  London,  steel  tape  measure- 
ments give  greater  values:  27.8  vs  23.3  cm  using  calipers 
when  measuring  distance  from  neck  to  above  elbow.  This 
entails  differences  in  nerve  conduction  velocities. 

Melvin,  Harris  and  Johnson'  reported  a value  of 
3.2  ± 0.30  for  ulnar  sensory  nerve  latency.  Our  value  of 
3.17  ± 0.35  (range:  2.25-3.8)  is  almost  identical. 

In  conclusion,  the  nerve  conduction  velocities  and 
latencies  presented  in  this  study  are  comparable  with 
those  described  previously  in  the  literature,  except  for 
those  few  instances  already  mentioned. 

The  process  of  aging  did  not  appear  to  be  a deter- 
minant factor  in  diminution  of  nerve  conduction  velocity 
or  prolongation  of  distal  latencies,  though  we  found  a 
tendency  to  a decreased  amplitude  of  sensory  potentials. 

Nerve  conduction  studies  in  combination  with  electro- 
myography had  already  showed  to  be  a very  important 
diagnostic  tool  in  neuropathy.  Patients  with  peripheral 
neuropathy  presents  prolongation  of  distal  latencies 
specially  of  sensory  nerves  which  are  very  sensitive  to  any 
change  in  metabolism.  Decreased  nerve  conduction 
velocities  are  seen  specially  when  there’s  myelin  sheath 
involvement. 


Resumen:  Cada  laboratorio  debe  establecer  sus  pro- 

pios parámetros  normales  para  velocidades  de 
conducción  nerviosa,  ya  que,  factores  como  temperatura, 
técnicas  de  medición  y la  localización  de  los  electrodos 
pueden  afectar  los  resultados.  Cuarenta  y cinco  volun- 
tarios (35  mujeres  y 10  varones)  entre  las  edades  de  15  a 64 
años,  fueron  sometidos  a un  historial  completo  y examen 
físico  para  excluir  la  posibilidad  de  neuropatía  perifé- 
rica. Las  pruebas  de  laboratorios  incluyeron 
hemograma,  análisis  de  orina,  SMA-12,  glucosa  plas- 
mática 2 horas  post  prandial  y pruebas  de  función 
tiroidea. 

Los  valores  obtenidos  para  las  velocidades  de  conduc- 
ción de  los  nervios  medianos  y ulnares  fueron  compara- 
bles con  aquellos  descritos  previamente  en  la  litera- 
tura. Cuando  los  valores  fueron  comparados  entre 
grupos  de  edades,  no  se  hallaron  diferencias  significa- 
tivas. El  proceso  de  envejecimiento  no  se  encontró  ser  un 
factor  determinante  en  la  prolongación  de  velocidad  de 
conducción  o de  la  latencia  distal. 
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APPENDIX  I 

REVIEW  OF  LITERATURE  FOR  MEDIAN  MOTOR  NERVE  CONDUCTION 


AITTHOR 

SUBJEHS 

AGE 

GROUP 

(TRS) 

SEGfCITT  OF  NERVE 

00  (asee) 

VELOCITY  (a/sec) 

A»>  (aV) 

OUR  (asee) 

fCAN 

S.D. 

RANGE 

NEAN 

S.D. 

RANGE 

«AN 

S.D. 

lANGE 

PCAN 

S.D. 

RANGE 

1.  Mavor  and  Llbaan 
(4) 

15  (12)* 

Antecubital  Fossae 
to  wrist 

3.3 

27-42 

60.1 

54  J65 

n.  Melvin,  Schuchman 
and  Lanese  (2) 

24 

elbow  to  wrist 

3.7 

♦0.3 

3.2-4: 

56.7 

+3.8 

5067.3 

13.2 

♦5 

5-25 

7.5 

NEC 

+0.5 

ITIVE  1 

5-10.2 

;AK 

III.  Jebsen  (11) 

SO 

18-56 

elbow  to  wrist 

58.6 

♦3.8 

48-66 

IV.  Kelvin.  Harris 
and  Johnson  (1) 

47 

elbow  to  wrist 
(medial  to  brachia 
Actecv) 

56.9 

♦4.2 

*1S  nerves  in  12  Individuals 


Proposed  Criterii 
for  Velocity: 


^40y/o  CSOm/sec  abnormal 

>i0y/o  <4Wsec  abnormal 


TW 

{•c) 


RECOBOmC  TtOilIQUC 


DISTANCE  FROM  ACTIVE 
TO  STINIIATION  Sin  (ca) 


Bel 1y  of  abductor 
pollicis  brevis 


1/2  distance  between 
HP  of  thumb  and  dis- 


DIP  of  Thumb 


4th  & Sth 
fingers 


8cm.  stimulation 
at  median  nerve 


Belly  of  abductor 
pollicis  brevis 


Surface  Kotor  point  abductor 

pol I icis  brevis 


lase  of  Thumb 
(tendon) 


DIP  : distal  interphalangeal  joint 


«tacarpophalangeal  joint 
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APPENDIX  II 

REVIEW  OF  LITERATURE  FOR  MEDIAN  SENSORY  NERVECONDUCTION 


AIHHOR 

SUBJECTS 

AGE 

CROUP 

(TRS) 

SEGMENT  OF  NERVE 

on  (msec) 

VELOCITY  (n/sec) 

AMP  (>fV) 

MEAN 

S.O. 

RANGE 

MEAN 

S.O. 

MNGE 

MEAN 

S.O. 

RANGE 

MEAN 

S.O. 

RANGF 

I.  Melvin.  Schuchman 
and  Lanese  (2) 
(Antidromic) 

24 

wrist  to  fingers 
(II.  Ill) 

3.2 

iO.2 

2917 

56.9 

(Fo 

♦ 4.0 

4&-6A9 

41.6 

♦25 

10-90 

1.6 

^0.4 

1.2. -2.4 

II.  Johnson  and 

Melvin  (13) 
(Orthodromic) 

120 

?-81 

fingers  (11.  Ill) 
to  wrist 

3.0 

♦0.35 

15-20 

Melvin,  Harris 
and, 

a.  Johnson  (1) 

21 

... 

fingers  (11,  III) 
to  wrist 

3.0 

♦0.25 

... 

... 

III. 

b.  (Antidromic) 

21 

wrist  to  fingers 
(11. Ill) 

3.2 

10.25 

* 15  nerves  in  12  individuals 


TEW 

CC) 

RECORDING 

TECHNIQUE 

TYPE  OF 

ELECTItOOE 

ACTIVE 

REFERENCE 

GROUND 

DISTANCE  FROM  ACTIVE  TO 
STIMULATION  SITE  (cm) 

I.  Anti  — 

Ring 

Proximal  at  base  of  2nd 
and  3rd  fingers 

4cm  apart  from  active 
electrode 

4th.  5th  fingers 
fingers 

14cm.  stimulation  at 
median  nerve  on  wrist 

Measured 

II.  Ortho  when 
necessarv, 
and  warmed  to  31*C 

Ring  and 
Surface 

Proximal  to  flexor 
crease  at  wrist  in  the 
groove  between  the  palma 
ris  longus  and  flexor  ca 
pi  radialis  tendon 

2cm  to  4cm  up  the  forearm 

■ 

thenar 

eminence 

14cm 

cathode  - around  proximal 
portion  of  2nd-3rd  fingers 
anode  - around  distal  por- 
tion of  2nd  ft  3rd  fingers. 

a.  Ortho  — 

Ring  and 
Surface 

2cm  apart  from  active 
electrode 

thenar  eminence 

14cm  H 1.  « 

b.  Anti  -- 

Ring  and  j Proximal  at  base  of  11. 
Surface  III  fingers 

4cm  apart  from  active 
electrode 

thenar  eminence 

14cm,  stimulation  at 
rodian  nerve  on  wrist 

APPENDIX  III 

REVIEW  OF  LITERATURE  FOR  ULNAR  MOTOR  NERVE  CONDUCTION 


AUTHOR 

SUBJECTS 

AGE 

GROUP 

(YRS) 

SEGMENT  OF  NERVE 

(STIMULATIO 
DO  (m 

TO  BASE 
ec) 

FOREARM 

VELOCITY  (m/sec) 

V 

ERB'S 

ELOCITY  fm/secl 

MEAN 

S.O. 

RANGE 

MEAN 

S.O. 

RANGE 

MEAN 

S.O. 

'RANGE 

I . Mavor  and  Libman  (4) 

9 (7)* 

19-50 

"Axilla  to  wrist 

2.6 

2. 3-3, 4 

... 

60 

(axilla 

0 wrist) 

56-62.7 

II.  Jebsen  (11) 

60 

18-56 

Elbow  to  wri St 

57.9 

Ste 

mea 

^4.3 
•1  tap 

.ureme 

50-67 

t 

58.4 

Caliper  nu 

+4,1 

asurement 

51-69 

III.  Checkles,  Russakov 
and  Piero  (5) 

18 

20-58 

Distal  portion 
of  arm  to  wrist 

... 

61.8 

♦,5.0 

53-73 

... 

IV.  Ebeling,  Gilliat 
and  Thomas  (8) 

50 

Elbow  to  wrist 

2.9 

♦0.39 

2.0-3. 7 

... 

... 

... 

... 

... 

V.  Gilliat  and  Thomas 

(9) 

15 

18-62 

Elbow  to  wrist 

... 

... 

... 

54.5 

+5.5 

47.5-648 

... 

... 

VI.  London  (3) 

60  (30)* 

20-44 

Elbow  to  wrist 

2.45 

♦0.32 

1. 9-3.2 

56.1 

steel 

measi 

♦3.73 

tape 

•ement 

50-65.6 

66.9 

caliper  m 
70.2 

tape  meas 

♦4.20 

asurement 

+5.02 

rement  (neck 

50-67.7 

58-82.4 

to  above  el  bo  > 

VII.  Melvin.  Harris 
and  Johnson  (1) 

47 

Elbow  to  wrist 
(proximal  portion 
of  ulnar  groove) 

57.0 

,♦4.7 

* 9 Nerves  in  7 individuals 
*60  Nerves  in  30  individuals 


CONT.  APPENDIX  III  - REVIEW  OF  LITERATURE  FOR  ULNAR  MOTOR  NERVE  CONDUCTION 


!■») 

«rist  E.P. 

OUR  (asee)  wrist  E.P. 

RECORDING 

T £ C N I 0 U E 

Mean 

S.D. 

Range 

Mean 

S.O. 

Range 

Teup 

Cc) 

Type  of 
Electrode 

Active 

Reference 

irowid 

Distance  froa  active 
to  stiaulation  site 
(ca) 

1 — 

... 

... 

... 

... 

... 

... 

Surface 

Belly  of  abductor  digi- 
ti  quintl 

Base  of  5th  fin- 
ger 

Forear 

1 ? 

11  — 

... 

... 

... 

... 

Concentric 

needle 

Belly  of  abductor  diri- 
t1  quinti 

lorsuffl 
>f  hand 

? 

III  6.14 

♦ 1.90 

Nega 

2.34-9.94 

Ive  Spike 

4.15 

Ne 

♦ .48 

lative  S 

3.19-5.11 

pike 

Surface 

Hypothenar  eminence  on 
a point  midway  between 
the  distal  wrist  crease 
and  the  crease  at  the 
base  of  5th  digit,  and 
at  the  junction  of  dor- 
sal and  palmar  skin. 

Medially  at  the 
base  of  the  5th 
digit 

Thenar 

imlnen- 

:e 

6cm,  distal  stimula- 
tion distal  to  the 
ulnar  groove,  proxi- 
mal stim.  at  the  June 
tion  of  the  middle 
and  0/3  of  arm. 

IV  — 

Coaxial 

Abductor  digiti  quinti 

'orearm 

2cffl  above  distal 
wrist  crease,  proxi- 
mal stim,  at  3cm  to 

6cm  above  tip  of 
the  medial  epicondyle 

V --- 

... 

3.3-11.7 

VI  — 

Measured  in 

7 subjects 
only 

Surface 

Belly  abductor  dlglti 
minimi 

Tendon  abductor 
digiti  minimi 

lorsum 

of  hand 

7 

VII  — 

Surface 

Belly  abductor  digill 

Tendon  abductor 
digiti  minimi 

Foreann 

Bern 

l.P.  • Evoked  Potentials 
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CONT.  APPENDIX  III 

revie;wof  literature  for 

ULNAR  MOTOR  NERVE  CONDUCTION 


UPPER  EXTREMITY  POSITION 

1 70°  of  flexion 

II 

Fully  extended  with  shoulder 

10°  abduction 

III 

70°  of  flexion 

IV 

? 

V 

VI 

10°  shoulder  abduction,  elbow 
extended,  arm  supinated 

VII 

Wrist  180°,  elbow  slightly  flexed 

Measured  to  the  take  off  of 
the  response 
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APPENDIX  IV 

REVIEW  OF  LITERAURE  FOR  ULNAR  SENSORY  NERVE  CONDUCTION 


AimiOR 

SUBJECTS 

AGE  GROUP 

SEGICin  OF  NERVE 

0 0 (.sec) 

n 

MiUM  VELOC 

TT 

MM 

S.D. 

RAIIGf 

ICM 

S.D. 

I.  Johnson  and 

HeWIn  (13) 
(Orthodromic) 

46 

? 

fingers  (IV,  V) 
to  wrist 

2.6 

^0.4 

... 

II.  Melvin,  Harris  and 
Johnson  ( 1) 

a.  (Orthodromic) 

20 

? 

Fingers  (IV.  V) 

3.0 

♦0.20 

... 

b.  (Antidromic) 

20 

Wrist  to  finders 

3.2 

♦0.30 

... 

... 

... 

W PyV)  our  (Bsec) 

TEN» 

(*C) 

RECORDING  TECHNIQUE 

TYPE  OF 

ELECTRODE 

ACTIVE 

REFIRENU 

GROIND 

DISTANCE  FROM  AaiVE 

TO  STIItlLATIOH  (ca) 

ICAN 

S.D. 

RANGE 

MEAN 

S.D. 

RANGE 

1.  -- 

Measured 

when  nece- 
ssary and 
wanned  to 
31“C 

Ring 

and 

Surface 

Lateral  to  the  tendon 
of  the  flexor  carpi 
ulnaris 

2cffl  apart  from  acti- 
ve electrode 

Thenar 

eminence 

14cm 

cathode  - around  proximal 
portion  of  IV,  V fingers 
anode  - around  distal 
portion  of  IV.  V fingers 

n.  a.  -- 

Ring 

and 

Surface 

Wrist  lateral  to  the 

tendon  of  the  flexor 
carpi  ulnaris 

2cm  apart  from  acti- 
ve electrode 

Thenar 

eminence 

14cm  " 

b.  - 

Ring 

and 

Surface 

Base  of  (IV,  V) 
fingers 

4cm  apart  from  acti- 
ve electrode 

Thenar 

eminence 

I4cm  “ 
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Bone  Scanning  in  Maiignant  External  Otitis 


Samuel  Sostre,  M.D.,  F.A.C.P. 
Julio  V.  Rivera,  M.D.,  F.A.C.P. 


Case  Summaries 

Case  1.  A 53-year-old  diabetic  patient  developed  pain, 
tenderness,  swelling,  granulations  and  a foul  smelling 
discharge  from  both  ears,  worse  on  the  right.  Pseudo- 
mona  aeruginosa  and  Proteus  were  cultured  from  both 
ears.  A bone  scan  revealed  mild  tracer  uptake  in  the 
external  auditory  canals  but  no  evidence  of  osteomyelitis 
of  the  base  of  the  skull  (Fig.  1).  The  patient  was  treated 
with  Piperacillin  and  Amikacin  intravenously  for  14 
days,  and  with  topical  otic  measures.  Follow  up  visits 
have  revealed  no  further  symptoms,  otic  discharge  or 
granulations  and  was  considered  cured  in  his  last  visit. 


Figure  1.  A faint  “doughnut  shaped”  area  of  uptake  can  be  < 
inflammatory  reaction.  No  distinct  bony  involvement  can  be 


Case  2.  A 66-year-old  diabetic  patient  with  complications 
of  renal  insufficiency,  retinopathy  and  prior  lower  leg 
amputation  due  to  his  diabetes,  developed  bilateral  ear 
pain,  swelling,  discharge  and  granulations.  Pseudomona 
aeruginosa  was  cultured  from  both  ears.  The  first  bone 
scan  (Fig.  2)  revealed  uptake  in  both  external  auditory 
canals  and  both  mastoids,  consistent  with  osteomylitis  at 
these  sites.  He  was  treated  with  Amikacin  and  Piperacil- 
lin intravenously  and  with  local  otic  measures  for  6 
weeks.  After  a brief  improvement  he  developed  recur- 
rence of  all  the  symptomatology.  A second  bone  scan 


around  the  external  auditory  canals  probably  due  to  local 
itified.  a)  Right  lateral  view,  b)  Left  lateral  view. 


From  the  /Nuclear  Medicine  Service  of  the  Veterans  Administration 
Medical  and  Regional  Office  Center.  San  Juan.  Puerto  Rico. 
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(Fig.  3)  revealed  further  extension  and  worsening  of  the 
bony  involvement  in  the  temporal  bones,  most  evident  on 
the  right  side.  A second  course  of  antibiotics  was  given 
but  at  the  time  of  this  writing  the  patient  was  hospitalized 
with  a third  recurrence. 

Discussion 

An  acute  external  otitis  caused  by  Pseuciomona  can  be 
a benign  condition  which  quickly  responds  to  therapy. 
However,  in  elderly  diabetics  and  patients  with  debilitat- 
ing diseases,  a serious  life  threatening  condition  may 
develop'.  The  ineffective  defense  mechanisms  in  these 
patients  may  allow  the  infection  to  spread  to  the  underly- 
ing cartilage  and  temporal  bone  causing  an  osteomyelitis 
of  the  base  of  the  skull.  This  infection  may  progress  to 


Figure  2.  Focal  tracer  tracer  uptake  can  be  seen  in  the  mastoid  bones 
bilaterally  (posterior  to  the  external  auditory  canals)  due  to  osteomyelitis, 
a)  Right  lateral  view,  b)  Left  lateral  view. 


Figure  3.  The  bony  involvement  is  now  more  extensive  than  in  Figure  2, 
suggesting  a poor  response  to  therapy  and  further  spread  of  the  infectious 
process  in  the  base  of  the  skull,  a)  Right  lateral  view,  b)  Left  lateral  view. 


include  cranial  nerves  and  other  nearby  structures  lead- 
ing to  cranial  nerve  palsies,  meningitis,  brain  abscess  or 
lateral  sinus  thrombosis  which  could  have  fatal  conse- 
quences. This  condition  has  been  named  malignant  exter- 
nal otitis  (MEO)2. 

It  is  clear  that  a diagnostic  test  with  the  potential  for 
early  detection  of  bony  involment  in  this  condition  would 
have  an  enormous  clinical  utility.  The  bone  scan  is  such  a 
test,  demonstrating  a sensitivity  of  100%  in  the  available 
series'"^ 


The  bone  scan  will  become  positive  long  before  roent- 
genographic  changes  appear.  The  early  identification  of 
this  condition  allows  the  clinician  to  tailor  the  therapeu- 
tic regimen:  patients  with  malignant  otitis  require  hospi- 
talization and  at  least  6 weeks  of  parenteral  antibiotics 
while  those  with  uncomplicted  external  otitis  (evidenced 
by  absence  of  bone  involvement)  respond  to  topical  mea- 
sures and  do  not  require  in-hospital  treatment. 

As  illustrated  by  our  second  case,  the  bone  scan  can  also 
indicate  the  extent  of  disease  and  the  bones  involved.  It 
can  also  help  determine  if  the  disease  continues  to 
spread,  as  in  the  cases  where  therapy  has  been  ineffective. 

Finally,  the  bone  scan  can  help  predict  prognosis  in  the 
individual  case.  A patient  without  bony  involvement  will 
usually  respond  very  well  to  therapy. The  ones  with  bony 
involvement  generally  present  a pattern  of  recurrences 
and  complications,  well  illustrated  by  our  second  patient. 

The  utilization  of  bone  scanning  in  patients  with  MEO 
is  one  of  the  newest  applications  of  an  old  technique  that 
can  significantly  aid  the  clinician  in  the  management  of 
this  baffling  disease.  The  complementary  use  of  CT  and 
gallium  scanning  may  further  assist  in  evaluating  the 
extent  of  soft  tissue  involvement  and  in  monitoring 
response  to  treatment^-^. 


Summary:  Malignant  external  otitis  (MEO)  is  a 

serious,  life  threatening  disease  of  elderly  diabetic  and 
debilitated  patients  caused  by  Pseudomona  aeruginosa. 
If  not  controlled  early,  an  acute  pseudomona  otitis  may 
spread  to  the  base  of  the  bony  skull  and  surrounding  soft 
tissue  structures.  Bone  scanning  emerges  as  an  excellent 
technique  for  the  early  detection  of  osteomyelitis  of  the 
base  of  the  skull,  thus  helping  to  determine  the  extension 
and  proper  management  in  these  patients.  The  early  utili- 
zation of  bone  scans  in  their  condition  is  recommended. 


Resumen:  La  otitis  externa  maligna  es  una  enfermedad 

seria  y potencialmente  fatal  de  envejecientes  diabéticos  y 
debilitados,  usualmente  causada  ^or  Pseudomona  aeruginosa. 
Si  no  es  controlada  pronto,  una  otitis  por  pseudomonas 
tiende  a regarse  a la  base  del  cráneo  y a las  estructuras  de 
tejido  blando  en  la  vecinidad.  La  escintrigrafía  de  hueso 
emerje  como  una  prueba  excelente  para  la  identificación 
temprana  de  osteomielitis  de  la  base  del  cráneo,  ayudando 
también  a determinar  la  extensión  y el  manejo  apropiado  de 
la  condición.  La  utilización  temprana  de  escintigrafía  ósea 
es  recomendada  en  esta  enfermedad. 


References 

1 . Parisier  SC,  Lucente  FE,  Som  PM,  et  al.:  Scanning  in  necrotizing 
progressive  “malignant”  external  otitis.  Laryngoscope  1982; 
92:1016-9. 

2.  Paparella  MM,  Shumrick  DA:  Otolaryngology:  Otolaryngology 
Vol  II.  2nd  Ed.,  Phil.,  WB  Saunders.  1980,  p 1348. 

3.  Mendelson  D,  Som  PM,  Mendelson  MH,  et  al.:  Malignant  exter- 
nal otitis:  the  role  of  computed  tomography  and  radionuclides  in 
evaluation.  Radiology  1983;  149:745-9. 


198 


A successful  bank 
is  an  essential  partner 
in  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequal  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  761-2527. 


BANCO  K PONCC 

Un  pQso  Qclelonte...  jsiempre! 

Member  F.D.I.C.  and  Federal  Reserve  System 


Case  Presentation 

Pulmonary  Hypertension  and  Congestive  Heart 
Failure  due  to  an  Intracerebral 
Arteriovenous  Maiformation 
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Abstract:  A case  of  an  enormous  arteriovenous  mai- 

formation producing  pulmonary  hypertension  and  right 
ventricular  failure  is  presented.  This  is  a rare  manifesta- 
tion of  this  disease. 

An  intracerebral  arteriovenous  malformation  is  a rare 
cause  of  congestive  heart  failure  in  a newborn  or  in 
an  infant'’2,3,4_  it  is  more  rare  cause  of  heart  failure  in  the 
adult  patient.  The  purpose  of  this  paper  is  to  report  an 
adult  patient  with  an  enormous  intracerebral  arterioven- 
ous malformation  producing  pulmonary  artery  hyper- 
tension with  right  ventricular  foilure. 

Case  Report 

This  is  a 33  year  old  patient  with  a history  of  intracere- 
bral arteriovenous  malformation  diagnosed  by  arterio- 
graphy in  New  York  in  1977.  The  arteriogram  showed  an 
enormous  arteriovenous  malformation  involving  almost 
the  entire  posterior  half  of  the  left  hemisphere  and  the 
patient  was  considered  inoperable.  He  was  in  his  usual 
state  of  health  until  6 months  prior  to  admission,  when  he 
developed  shortness  of  breath,  leg  edema,  dyspnea  on 
exertion,  and  the  symptoms  did  not  improve.  The  patient 
was  transferred  to  the  University  Hospital  for  further 
management.  On  physical  examination,  he  had  a craneal 
bruit  in  the  left  retroauricular  area,  icteric  sclerae.  Jugu- 
lar venous  distension  and  hepatojugular  reflex.  The  lungs 
had  bilateral  basal  rales.  On  cardiovascular  examination, 
there  was  a right  ventricular  accesibility,  a palpable  pul- 
monary valve  sound  and  a grade  II/ VI  systolic  murmur 
on  the  second  intercostal  space  at  the  left  sternal  border. 
An  Sj  gallop  was  heard  over  the  right  ventricular  area. 
Abdominal  examination  revealed  hepatomegaly  and 
hepatojogular  reflex.  The  chest  X-ray  revealed  cardiome- 
galy,  left  atrial  enlargement,  right  ventricular  enlarge- 
ment, increased  pulmonary  flow  and  prominent 
pulmonary  arteries. 


Pablo  I.  Altieri.  M.D.,  Cardiovascular  Laboratory,  University  Hos- 
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The  electrocardiogram  showed  left  atrial  enlargement, 
right  axis  deviation  and  right  ventricular  enlargement. 
The  MUGA  (multigated  blood  pool  analysis)  showed  a 
well  preserved  ventricular  function  and  enlargement  of 
right  atrium  and  right  ventricle.  The  stools  for  ova  and 
parasites,  circumoval  test  and  rectal  biopsy  were  negative 
for  Schistosomiasis.  A CT  Scan  of  the  head  showed  an 
enormous  arteriovenous  malformation  involving  almost 
the  entire  posterior  half  of  the  left  cerebral  hemisphere 
(Fig.  I).  Systemic  venous  and  cardiac  oxymetry  revealed 
a step-up  in  oxygen  saturation  from  the  inferior  vena 
cava  to  internal  jugular  vein  (Table  1).  There  was  a small 
arteriovenous  difference  between  the  superior  vena  cava 
and  left  ventricle.  Right  heart  pressures  demonstrated 
pulmonary  hypertension  with  a greatly  elevated  pulmo- 
nary artery  (mean  value  = 70  mmHg).  The  pulmonary 
wedge,  left  ventricle,  and  end  diastolic  pressure  were 
increased.  The  left  ventriculogram  showed  an  adequate 
sized  ventricle  with  an  ejection  fraction  more  than  50%. 


Figure  1. 
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The  right  ventriculogram  showed  a dilated  ventricle  with 
a reduced  ejection  fraction  of  30%. 

Table  I 


Site 


Oxygen  Saturation 


Internal  Jugular  Vein  90% 

High  Superior  Vena  Cava  88% 

Low  Inferior  Vena  Cava 86% 

High  Right  Atrium  85% 

Mid  Right  Atrium  81% 

Low  Right  Atrium 78% 

Low  Right  Ventricle  81% 

Mid  Right  Ventricle  80% 

High  Right  Ventricle 81% 

Main  Pulmonary  Artery 82% 

Left  Ventricle  96% 

Aorta  96% 


Discussion 

Vascular  malformation  of  the  cerebrovascular  system 
may  produce  the  clinical  picture  of  craneal  bruits,  con- 
gestive heart  failure,  cardiomegaly,  cyanosis,  seizures 
and  increase  in  the  head  sizeh^.^»'*.  In  1955  Silverman' 
reported  the  first  two  cases  of  infants  with  fatal  conges- 
tive heart  failure  due  to  an  intracraneal  arteriovenous 
fistula.  Holden^  reviewed  26  cases  of  infants  with  such 
syndrome.  Hornes^  reported  the  hemodynamic  aspect  of 
cerebral  arteriovenous  malformation  in  several  adult 
patients,  but  the  clinical  presentation  was  hemorrhage, 
not  heart  failure. 

An  arteriovenous  malformation  creates  a low  resist- 
ance system  in  the  circulation.  The  cardiac  output  in  this 
case  is  directed  mainly  to  the  head.  A left  to  right  shunt  is 
produced  with  all  the  hemodynamic  consequences.  The 
venous  return  to  the  right  side  of  the  heart  is  increased 
producing  a marked  increase  in  pulmonary  flow.  Due  to 
this  chronic  overload  the  pulmonary  vessels  will  con- 
strict, producing  pulmonary  hypertension.  In  our  case 
due  to  the  severity  of  the  malformation  the  flow  was 
markedly  increased  producing  volume  overload  of  the 
right  ventricle  with  failure.  Usually  the  diagnosis  of  this 
condition  may  be  done  clinically,  but  angiography, 2 CT 
scanning^  and  two  dimensional  ultrasonography^'^  helps 

in  quantifying  the  lesion  and  in  this  way  find  out  if  the 
lesion  can  be  corrected  surgically*’^.  In  our  patient  the 
lesion  was  considered  too  large  to  be  corrected  surgically. 
The  patient  was  improved  by  vasodilators,  digitalis  and 
diuretics.  In  a 3-year  follow  up,  he  has  remained  in  a 
stable  condition  without  hemorrhage  or  incapacitating 
heart  failure. 
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Resumen:  Se  presenta  el  caso  de  una  malformación 

cerebral  arteriovenosa  produciendo  hipertensión  pul- 
monar con  fallo  del  ventrículo  derecho.  Esta  es  una  mani- 
festación rara  de  esta  enfermedad. 
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REVIEW  ARTICLES 


The  Treatment  of  Hyperthyroidism: 
Based  on  Fact  or  Prejudice? 


Abstract:  Most  of  the  objections  to  the  use  of  radioi- 

odine therapy  in  Graves’  hyperthyroidism  are  not  based 
on  scientific  data.  Here  we  discuss  the  pros  and  cons  of 
the  three  forms  of  therapy  for  this  disease  and  review  the 
true  complications,  as  well  as  the  misconceptions,  of 
radioiodine  treatment,  a form  of  therapy  that  should  be 
used  more  frequently  in  Puerto  Rico. 

I am  not  sure  if  it  is  nostalgia,  prejudice  or  simple 
misinformation  that  has  guided  the  choice  of  treatment  in 
many  cases  of  hyperthyroidism  in  Puerto  Rico.  My  first 
encounter  with  this  problem  occurred  upon  my  return  to 
the  Island  when  I was  invited  to  a Radioiodine  Therapy 
Board  in  one  of  our  hospitals.  A female  in  her  early  40’s 
was  presented  who  had  been  on  antithyroid  drugs  for  10 
years.  During  this  time  she  was  never  well  controlled  due 
to  poor  compliance,  gradually  developing  opthal- 
mopathy,  chronic  atrial  fibrillation,  and  congestive  heart 
failure.  The  Board  was  asked  if  it  was  now  justified  to  use 
‘^'I  treatment.  After  regaining  my  composture  I managed 
to  say  that  '^'I  therapy  should  have  been  given  9 years 
prior,  to  prevent  the  calamities  she  now  had. 


WHY  THE  FEAR  TO  THE 
APPROPRIATE  USE  OF  RADIOIODINE? 

We  must  remember  that  soon  after  Heartz  and 
Hamilton  introduced’^'  I for  the  treatment  of  Graves’ 
disease  in  1942,'  multiple  speculations  were  raised.  If  one 
was  using  radioactivity  could  there  be  an  increased  risk  of 
thyroid  cancer,  leukemia,  hypoparathyroidism?  Could  it 
affect  the  reproductive  system  of  young  patients  resulting 
in  infertility,  abortions,  abnormalities  in  offsprings? 
These  were  valid  questions  in  the  40’s  because  there  were 
no  data  available  on  these  issues. 

Forty  two  years  have  passed.  Loads  of  data  are  now 
available  on  the  human  effects  of  the  radioiodine  doses 
used  in  Graves’  hyperthyroidism.  All  the  original  fears 
have  been  proven  to  be  unfounded,  but  the  same  argu- 
ments against  radioiodine  are  still  presented  by  a large 
group  of  Puerto  Rican  physicians  today. 
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Until  we  thoroughly  understand  the  positive  and  nega- 
tive aspects  of  each  form  of  therapy  for  Graves’  disease 
we  may  be  depriving  our  patients  of  many  benefits  and 
adding  unnecessary  morbidity  during  their  treatment. 

First,  let  me  call  your  attention  to  the  Cooperative 
Thyrotoxicosis  Follow  up  Study  initiated  in  196  F-L  The 
purpose  of  this  study  was  to  test  for  an  increase  in  the 
incidence  of  leukemia,  thyroid  cancer  and  any  other  pos- 
sible harmful  effects  from  '^‘I  radiation,  such  as  had  been 
observed  from  overexposure  to  X-rays  in  the  past.  In  this 
study  (subsidized  by  the  National  Center  for  Radiologi- 
cal Health)  26  medical  centers  carefully  followed  36,000 
patients,  approximately  22,000  of  whom  were  treated 
with  1311  and  about  14,000  treated  surgically  or  solely 
with  antithyroid  drugs. 

IS  THERE  AN  INCREASE  INCIDENCE  OF 
LEUKEMIA  AFTER  ‘^'I  RADIATION? 

This  study  showed  no  evidence  that  radioactive  iodine 
treatment  for  Graves’  hyperthyroidism  caused  an 
increased  incidence  of  leukemia.  Sixteen  cases  of  leuke- 
mia occurred  prior  to  therapy  and  44  after.  The 
incidence  of  leukemia  appeared  to  be  increased  in 
patients  with  hyperthyroidism  (when  compared  to  the 
normal  population)  but  the  incidence  was  similar  in 
groups  treated  surgically,  medically  or  with  '3>P.  No 
other  investigator  has  noted  an  increased  incidence  of 
leukemia  during  the  past  40  years. 


IS  THE  INCIDENCE  OF  THYROID 
CANCER  INCREASED? 

The  Cooperative  Thyrotoxicosis  Study  revealed  an 
incidence  of  thyroid  cancer  in  the  therapy  group  of 
0.1%.  The  incidence  in  1 1,732  patients  treated  surgically 
was  0.5%  and  in  1,238  patients  treated  with  antithyroid 
drugs  the  incidence  was  0.3%. 

In  a literature  review  in  1974“*  McDougall  found  only 
15  patients  who  had  developed  thyroid  cancer  after 
therapy,  out  of  thousands  and  thousands  that  had  been 
treated  by  that  time. 

It  is  generally  believed  that  this  low  incidence  of 
thyroid  cancer  after  radioiodine  treatment  is  due  to  the 
effect  of  radioiodine  in  decreasing  the  ability  of  the 
thyroid  cells  to  replicate^. 
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DOES  '3'I  CAUSE  STERILITY? 

The  data  of  the  Thyrotoxicosis  Cooperative  Study  and 
the  reports  that  we  will  mention  in  subsequent  sections 
reveal  no  increased  incidence  of  infertility  in  young 
people  treated  with  '^'1  for  Graves’  disease.  This  is  an 
unfortunate  misconception  still  present  in  the  minds  of 
some  of  our  physicians. 


DOES  '3'I  INCREASE  THE  INCIDENCE  OF 
ABORTION  OR  FETAL  ABNORMALITIES? 

A study  if  70,000  pregnancies  of  survivors  of  the 
atomic  bombings  of  Hiroshima  and  Nagasaki  showed  no 
significant  effect  on  the  children*.  Surprised?  The  authors 
concluded  that  the  average  human  gonadal  radiation 
dose  at  which  the  spontaneous  mutation  rates  are 
doubled  is  156  rem  for  acute  radiation  and  approxi- 
mately 468  rem  for  chronic  radiation.  Compare  this  to 
the  radiation  dose  the  human  gonads  after  a 5-10  mCi 
dose  of  which  is  0.8  - 1.4  rem.  This  dose  is  equivalent 
to  that  obtained  from  a barium  enema  or  an  excretory 
urogram  (IVP)  (7). 

A review  of  the  results  of  therapy  for  Graves’ 
hyperthyroidism  was  recently  published  by  the  Cleveland 
Clinic  on  a group  of  242  children  and  adolescents  treated 
between  1949  and  1968*.  Some  were  followed  for  up  to  24 
years  (mean  follow  up  period  of  12.3  years).  Their 
hyperthyroidism  was  controlled  in  an  average  period  of 
3.3  months.  The  reproductive  history  and  health  status  of 
the  progeny  (93  pregnancies)  were  no  different  from 
those  of  the  general  population.  They  concluded  that  in 
children,  is  the  current  most  reasonable  treatment”. 

Freitas  et  al  from  the  University  of  Michigan  reported 
their  results  of  ‘^'1  treatment  in  51  children  and 
adolescents  treated  between  1951  and  1972’  Aside  from 
effecting  a rapid  cure  (4.8  months  average)  and  noting  an 
improvement  in  ocular  symptoms  in  85%  of  patients,  as 
well  as  no  leukemia,  thyroid  cancer  or  other  malignancies 
in  the  patients  or  their  progeny,  they  evaluated  61 
pregnancies  within  this  group.  There  was  no  difference  in 
the  birth  history  of  their  study  population  when 
compared  to  the  population  at  large. 

Even  in  children  treated  for  cancer  of  the  thyroid  with 
there  has  been  no  difference  in  their  birth  histories 
after  they  reach  adulthood,  and  one  must  remember  that 
the  doses  of  used  for  thyroid  cancer  are  approxi- 
mately 20  to  140  times  higher  than  for  hyperthyroidism. 

Sarkar  and  Beierwaltes  reviewed  40  children  and 
adolescents  who  had  received  an  average  of  196  mCi  (4- 
691  mCi)  of  for  thyroid  cancer  between  1945  and 
1960.  Fertility  and  birth  histories  were  obtained  in  33.  In 
males,  10  out  of  12  produced  24  live  births.  Infernales,  17 
produced  32  live  births  for  a total  of  67  offsprings.  The 
reproductive  history  and  the  health  status  of  the  progeny 
were  no  different  from  those  of  the  general  population. 
Similar  findings  are  reported  by  Winship  and  Rosvall  on 
the  birth  histories  for  children  and  adolescents  treated 
with  very  large  doses  of  '^'1  for  thyroid  cancer". 

Why  don’t  we  see  an  increased  incidence  of  fetal 
abnormalities  after  '^'1  therapy?  The  answer  is  simple:  the 
ovarian  and  testicular  radiation  doses  required  to  double 
the  spontaneous  mutation  rate  are  200-500  times  higher 


than  those  one  can  achieve  treating  Graves’  disease  with 
radioiodine.  As  we  said  before,  the  gonadal  radiation  by 
'^'1  is  similar  to  that  of  a barium  enema  or  an  IVP.  It  is 
distressful  to  see  a physician  deny  a Graves’  disease 
patient  the  benefits  of  '^'I  therapy  (due  to  fear  of  effects 
on  the  progeny)  who  would  not  hesitate  to  order  an  IVP 
on  the  same  patient  for  a most  trivial  reason. 


EVEN  IF  '3'I  IS  SO  SAFE,  WHY  USE  IT  WHEN 
WE  HAVE  ANTITHYROID  DRUGS? 

Tapazole  and  propylthiouracil  are  effective  drugs  for 
the  control  of  Graves’  hyperthyroidism,  being  usually 
associated  with  a relatively  low  toxicity  rate,  (even 
though  some  investigators  have  found  up  to  45% 
incidence  of  toxicity  in  children)'^.  The  main  disad- 
vantage of  this  type  of  therapy  is  the  low  rate  of  cures. 
Wartofsky  has  reported  that  the  incidence  of  permanent 
remissions  has  been  decreasing  and  in  his  series  only 
1 1.4%  had  remissions  after  a course  of  therapy  of  over  12 
months'^.  A recent  series  reports  a 40%  remission  rate''* 
but  even  then,  it  means  that  after  1 - 1 / 2 years  of  treatment 
with  antithyroid  drugs,  60  - 85%  of  the  patients  will 
remain  hyperthyroid.  The  need  to  follow  a strict  medical 
treatment,  the  expense  of  medications,  the  need  for  regu- 
lar physician  visits,  the  frequent  blood  tests,  taken  all 
during  1-1/2  years  of  a patients  life,  will  have  had  no 
lasting  benefit  in  the  majority  of  patients. 

On  the  other  hand,  the  use  of  antithyroid  drugs  is  not 
totally  without  risks.  Drug  allergies,  lupus  like  syndrome, 
agranulocytosis,  hypoprothrombinemia,  the  possibility 
of  goitrous  cretinism  in  offsprings  of  pregnant  females 
and  hepatotoxicity  which  may  even  include  death  from 
liver  failure'*  list  among  the  possible  complications. 

To  me,  the  worse  problem  with  antithyroid  drugs  is 
one  of  compliance.  Full  compliance  with  a relatively  rigid 
regimen  for  a long  time  may  be  difficult  or  impossible  for 
some  patients,  particularly  children.  Poor  compliance 
results  in  inappropriate  disease  control.  Symptoms 
continue,  morbidity  and  serious  complications 
eventually  arise.  This  is  most  frightening  in  public 
medical  facilities  where  one  finds  overcrowded  clinics, 
different  physicians  on  each  visit,  long  appointment 
intervals,  poor  availability  of  medications  all  of  which 
lead  to  poor  patient-physician  rapport,  poor  compliance, 
multitudes  of  poorly  controlled  patients  and  frequent 
ocular  and  cardiac  complications,  years  and  years  of 
treatment  with  the  consequent  loss  of  productive 
worktime,  etc.  The  pity  is  that  all  these  consequences  can 
be  prevented  by  the  adequate  use  of  alternative  forms  of 
treatment. 

These  problems  with  antithyroid  medications  have 
made  some  investigators  question  if  this  form  of  treat- 
ment is  cost  effective'*  and  has  led  Hamburger  to  state: 
“antithyroid  drugs  are  so  infrequently  effective  that  one 
might  ask  whether  even  a small  risk  of  a medical  catas- 
trophe (i.e.  liver  failure)  is  justified”'*. 

WHY  NOT  USE  SURGERY  THEN? 

Surgery  effects  a rapid  and  definitive  cure  of  Graves’ 
hyperthyroidism  and  the  incidence  of  hypothyroidism 
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(approximately  27%  at  1 1 years  in  a recent  series)  is  lower 
than  with  radioiodine'‘‘.  The  main  problems  of  surgery 
are:  1)  very  high  cost,  2)  need  for  hospitalizations,  3)  it  is 
invasive  and  difficult  to  repeat  if  reccurrence  occurs  (if 
you  choose  surgery  as  the  mode  of  therapy  for  a child  and 
after  surgery  he  develops  recurrence  of  the  disease,  do 
you  send  him  back  for  a second  operation?),  4)  as  time 
passes  there  are  fewer  surgeons  with  expertise  on  thyroid 
surgery,  5)  high  rate  of  surgical  complication,  including 
death. 

This  operation  does  carry  a mortality;  up  to  3%  in 
some  hands'^.  I find  this  unacceptable  in  a medical  condi- 
tion that  can  be  easily  managed  by  other  means. 

THEN:  WHAT  ARE  THE  ADVANTAGES 
OF  RADIOIODINE  IN  THE  TREATMENT 
OF  HYPERTHYROIDISM? 

1 ) It  is  a definitive  form  of  treatment.  M ost  patients  can 
be  cured  with  a single  dose.  Some  may  require  2 or  3 
treatments,  but  cures  are  permanent. 

2)  It  is  simple.  There  is  no  need  for  hospitalization;  it  is 
given  orally  and  it  is  given  once.  Soon  after  drinking  the 
solution  or  swallowing  a capsule  the  patient  goes  home  or 
back  to  his  work. 

3)  It  is  cost  effective.  It  is  the  least  expensive  form  of 
treatment  when  compared  to  surgery  or  antithyroid 
drugs. 

4)  It  does  not  have  immediate  side  effects.  Allergies, 
nausea,  vomiting,  discomfort,  etc.  are  virtually 
unknown. 

5)  It  is  fast.  Most  patients  are  cured  in  3-4  months. 
There  is  no  need  for  years  of  prolonged  drug  intake. 

6)  There  is  no  demonstrable  increased  incidence  of 
long-term  complications  such  as  thyroid  cancer,  leuke- 
mia, other  malignancies,  infertility,  abortions  or  abnor- 
mal progeny. 

7)  There  is  no  room  for  poor  patient  compliance. 

8)  It  can  be  easily  repeated  in  case  of  recurrence. 

9)  There  is  no  associated  mortality  or  damage  to  neigh- 
boring neck  structures  as  with  surgery. 


ARE  THERE  ANY  COMPLICATIONS 
OF  '3'!  THERAPY? 

Yes.  There  is  one,  and  only  one  significant  complica- 
tion. Only  2%  of  patients  treated  with  antithyroid  drugs 
develop  hypothyroidism. ‘‘‘  Up  to  20%  will  develop  this 
condition  1 year  after  surgery,’’  but  depending  on  the 
dose  administered,  a 20-50%  incidence  of  hypothyroidism 
is  expected  1 year  after  radioidine  therapy  and  the 
numbers  increase  at  a rate  of  2-3%  per  year  therafer. 

However,  hypothyroidism  is  an  easily  treatable  condi- 
tion which  can  be  completely  corrected  by  the  simple 
administration  of  a thryroid  hormone  tablet  daily.  Most 
patients  (80-90%)  find  this  treatment  easy  to  follow  and 
are  totally  compliant.  In  fact,  I have  had  trouble  discon- 
tinuing thyroid  medications  which  were  improperly 
started  because  patients  fear  becoming  tired  or  fat. 

A study  by  Jones,  however,  demonstrated  that  up  to 
20%  of  patients  on  life-long  thyroxine  replacement  were 
found  to  take  the  medication  improperly'**.  This  is  due  in 


part,  to  the  fact  that  some  people  administering  '^'1  are 
Nuclear  Medicine  or  radiology  specialists,  which  are 
increasingly  distanced  from  immediate  or  long  term 
patient  care.  Patients  with  improper  follow  up  will  take 
thyroid  replacement  improperly.  The  administration  of 
'3*1  by  Nuclear  Internists  devoted  to  patient  care,  the 
close  communication  between  the  Nuclear  Medicine  spe- 
cialist and  the  referring  endocrinologist  and  the  availabil- 
ity in  Puerto  Rico  of  Thyroid  clinics  committed  to 
radioiodine  therapy  and  follow  up  will  minimize  this 
already  small  group  of  people  which  may  not  take  thy- 
roid replacement  in  adequate  dosages. 

CONCLUSION 

Once  the  prejudices  and  misconceptions  surrounding 
'3*1  therapy  for  Graves’  disease  are  eradicated,  the 
physician  can  determine  the  apppropriate  place  of  this 
modality  in  the  treatment  of  his  hyperthyroid  patients. 
No  modality  is  a panacea;  no  one  modality  is  fit  as  the 
treatment  of  choice  for  all  patients.  Each  has  advantages 
and  disadvantages. 

Many  physicians  will  use  radioiodine  as  the  initial 
treatment  in  all  adult  patients.  Others  will  give  one  course 
of  antithyroid  drugs  and  follow  this  with  radioiodine  if 
there  are  recurrences,  allergies  to  the  drugs  or  poor 
compliance.  Some  physicians^  (including  Dr.  George 
Crile,  a surgeon  from  Cleveland  Clinic)  believe  that 
radioiodine  is  the  treatment  of  choice  in  children  and 
adolescents,  while  others  will  use  radioiodine  in  children 
only  if  they  fail  after  a course  of  antithyroid  drugs.  Some 
will  not  use  radioiodine  in  children  at  all. 

Each  physician  must  choose  his  treatment  protocols 
based  on  his  goals  of  treatment,  but  this  decision  must  be 
based  on  scientific  facts  and  not  on  prejudices  passed  on 
from  another  generation  of  physicians. 

We  will  conclude  with  a portion  of  a recent  Editorial  of 
the  New  England  Journal  of  Medicine'^:  “No  single  form 
of  therapy  is  suitable  for  or  acceptable  to  all  patients. 
Surgery  appears  to  be  less  advantageous  today  than  pre- 
viously, and  since  the  required  specialized  surgical  expe- 
rience is  no  longer  readily  available,  surgery  is  no  longer 
considered  the  primary  form  of  therapy  for  most  patients 
with  Graves’  disease.  Antithyroid  drugs  may  be  an  accep- 
table initial  therapy  for  selected  patients  with  small 
glands  and  mild  disease,  but  today  radioiodine  is  the 
preferred  therapy  for  the  majority  of  adults  with  Graves’ 
hyperthyroidism”. 

Resumen:  La  mayoría  de  las  objeciones  al  uso  de 

yodo  radiactivo  en  hipertiroidismo  no  están  basadas  en 
datos  científicos.  En  este  artículo  se  discuten  los  pros  y 
contras  de  las  tres  formas  existentes  de  tratamiento  para 
esta  enfermedad.  También  se  repasan  las  verdaderas 
complicaciones,  al  igual  que  los  conceptos  erróneos  sobre 
la  terapia  de  hipertiroidismo  con  yodo  radiactivo,  una 
terapia  que  se  debiera  usar  más  frecuentemente  en  Puerto 
Rico. 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


L 


if  your  patients  have  hypertension,  the 
probably  have  high  cholesterol  too. 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


'i.i'Xri 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


yiMensin. 

^guanabenz  acetate) 


Sm  important  information  on  following  paga. 

■;  1.  Qlueck  CJ:  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D C.,  March  31,  1985  2 The  Framingham 

Study,  An  epidemiological  investigation  ol  cardiovascular  disease.  Section  28,  U S Dept  ot  Heatth,  Education,  and  Wetlare  3 National  Institutes  ol  Health  Consensus 
Development  Conference  Statement.  1984:  Vol  5.  No  7.  p 4 4 Chobanian  AV  The  influence  ol  hypertension  and  other  hemodynamic  factors  in  atherogenesis  Progress  in 

Cardiovascular  Diseases.  XXVI  (3) : 1 77,  Nov/Dec.  1 983.  5 Casfelli  WP:  Remarks  in  the  symposium.  Blood  Pressure.  Choleslerol  and  Coronary  Heart  Disease.  Washington.  D C., 

March  31,1 985.  6.  Data  on  file.  Wyeth  Latx>ratories. 
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Vy^nsin. 

^(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Sumoury 

Before  prescrtbliig,  coosuU  the  cooipiete  package  circular, 
tadicaüofu  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contralodicatloo:  Known  sensitivity  to  the  drug 

Precautions:  I Sedation.  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g.,  pbenothiazincs,  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects.  2. 
Patients  with  vascular  insufbciency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis 
case,  or  severe  hepatic  or  renal  failure  5.  Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wytenslii  may  rarely  result  in  'overshoot'  hyper- 
tension and  more  commonly  produces  increase  in  scrum  catecholamines  and  sub- 
icciive  symptomatology 

INFORMATION  FOR  PATIENTS.  Advise  patients  on  Wyteosin  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC,  urinalysis,  electro- 
lytes,SOOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  BUN.  creatinine,  glucose,  cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high- 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  1 NTERACTIONS  Wyteoslo  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e g..  digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfectivc  agents,  inclinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG^LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
WylcQsio  use 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  duringa  two-year  oral  study  with  Wyteaslo 
atupio9  5 mg/kg/day.i.e  .about  10  limes  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  ( Ames ) test  system,  Wyieoslo  at  200-  SOO 
meg  per  plate  or  at  30-S0mcg/mlinsu$pensiongave  dose-related  increases  in  num- 
ber of  mutants  in  one(TA  1537)  of  five  Salmonella  typbimurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Schizordcchar- 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccbaromyces  cerevistae, 
Wytensia  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage.  Reproductive  studies  showedadccreased  pregnancyrate  in  rats  given  high 
oral  doses  (9  6 mg/kg),  suggesting  impairment  of  fertility.  Fertility  of  treated  males 
(9  6 mg/kg)  may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN»  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  WytcDsln  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg/kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  WyteasiD  given  to  pregnant  rats  ( 14  mg/kg)  and  rabbits  (20  mg/kg)  Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg/ 
kg  There  are  no  adequate,  well  controlled  studies  in  pregnant  women  Wyteosin 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wyteosin  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE  Safely  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions;  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S  and  is  based  on  data  from  859  patients  on  Wyteosin  for  up 
to  3years  There  is  someevidence  that  side  effectsare  dose-related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wyteoslo  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wyteoslo  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg/day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38% ) and  dizziness  was  slightly  lower 
( 12% ),  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo  con- 
trolled trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 m^day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car- 
diovascular— chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal — 
nausea,  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders— nasal  congestion  Eye  disorders — blurring  of  vision  Musculoskeletal- 
aches  m extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic— rash, 
pruritus  Urogenital — urinary  frequency,  disturbances  of  sexual  function  Other— 
gynecomastia,  taste  disorders. 

Drug  Abuse  and  Dependence:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability, miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac 
cidental  overdosage  islimited,  suggested  treatment  is  mainly  supportive  while  drug 

15  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyteoslo 
dialyzability 

Dosage  aod  Admlolstratloo:  Individualize  dosage  A starting  dose  of  4 mg  b i.d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i.d  , but  doses  this  high  are 
rarely  needed 

How  Supplied:  (gioroberv.  acetate)  TahleLs.  4 mg,  buttles  uf  100  and  500;  8 mg  and 

16  mjL  bottles  of  100  Revised  2/14/85 

Wyeth  Laboratories 


TWEIVE 

IMPBCCABIE 

FORNOTGIVIIIG 

BLOOD. 


fifii  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
montlis  ago. 

5.1  just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 


®1984.  Wyeth  Laboratories. 


ARTICULOS  ESPECIALES 


Apuntes  Sobre  el  Desvío  Coronario:  1985 

Jorge  E.  Lugo  Rodríguez,  MD,  FACP,  FACC 


Resumen:  £1  desvío  coronario  es  una  opción  de  tra- 

tamiento en  la  enfermedad  coronaría.  Se  indica  para 
mejorar  la  angina  que  no  se  puede  controlar  médica- 
mente, o para  tratar  de  prolongar  la  vida  en  pacientes 
severamente  enfermos.  Puede  considerarse  como  un  tra- 
tamiento electivo  a opción  del  médico  del  enfermo. 

Se  considera  que  puede  ser  buena  opción  en  casos 
potencíalmente  rehabilitables.  La  severidad  que  justi- 
ficaría realizar  este  tratamiento  se  puede  estimar  usando 
una  prueba  de  ejercicio  o pruebas  relacionadas,  par- 
ticularmente combinando  hallazgos  anormales  múl- 
tiples. 

Se  ofrecen  guías  generales  para  recomendar  este  tra- 
tamiento a la  luz  de  la  experiencia  con  series  grandes  de 
pacientes  de  diferente  severidad.  Se  recomienda  atender  a 
estas  guías  generales  las  que  se  podrán  revisar 
periódicamente. 

El  desvío  coronario  es  una  de  las  opciones  terapéuticas 
en  la  enfermedad  coronaria'.  Esta  modalidad  de  tra- 
tamiento es  útil  para  dos  propósitos:  ( 1 ) aliviar  el  síntoma 
de  angina  cuando  esfuerzos  agresivos  de  tratamiento 
médico  no  logran  hacerlo,  (2)  Prolongar  la  vida  de  un 
grupo  pequeño,  severamente  enfermo,  “salvando” 
miocardio.  Se  ha  encontrado  que  un  desvío,  si  está 
realmente  indicado,  consigue  mejorar  la  calidad  de  vida. 
El  enfermo  podrá  vivir  más  cómodo.  Algunos  pacientes 
con  lesiones  más  sintomáticas  y severas,  podrían  vivr  un 
poco  más  según  estadísticas  de  comparación  de  grupos 
grandes. 2 

Esta  operación  no  da  marcha  atrás  al  daño  orgánico. 
El  tejido  muerto  permanece  inalterado.  No  se  “cura”  la 
obstrucción;  se  lleva  sangre  donde  las  arterias  enfermas 
no  pueden  hacerlo  bien.  No  evita  el  progreso  de  la 
enfermedad  en  las  coronarias  o en  el  injerto. 

De  lo  anterior,  se  pueden  derivar  dos  deducciones: 

1.  Que  esta  cirugía,  como  muchas  otras,  es  de  tipo 
electivo.  En  algunos  casos  podría  ofrecerse  precipi- 
tadamente sin  mediar  observación  adecuada. ^ Es  muy 
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susceptible  de  ser  considerada  como  una  solución 
permanente.  Sin  buena  base  objetiva  no  necesariamente 
prolongará  la  vida  o controlará  los  síntomas,  dejando  al 
enfermo  insatisfecho  o pudiendo  responder  igual  sin 
operarse.  Puede  ser  una  medicina  muy  cara. 

Es  una  realidad,  que  no  pocas  veces,  un  enfermo  ha 
rechazado  esta  recomendación  por  años.  Recibiendo 
buena  práctica  médica  se  ha  continuado  y aún  mejorado 
con  su  tratamiento  “médico”  El  desvío  debe  ser  una 
oferta  de  una  probable  opción  mejor,  claramente  más 
razonable  para  los  casos  graves.'* 

2.  Recomendar  un  desvío  coronario  puede  ser  esta 
mejor  opción,  si  no  se  ha  controlado  una  angina  luego  de 
brindarse  un  óptimo  tratamiento  médico.  Esto  sería 
necesario  demostrarlo  objetivamente. ^ 

Hay  un  grado  de  severidad  que  debe  permear  la 
decisión  de  recomendar  un  desvío.  Generalmente  podrá 
aproximarse  el  mismo  si  se  realiza  una  prueba  de  ejercicio 
con  o sin  ayuda  de  otras  pruebas  no  invasivas.  Estas 
deben  ser  positivas  en  etapas  tempranas  o ser  bien 
anormales  utilizando  un  análisis  multivariado  de  los 
hallazgos.*  Se  logrará  con  ello  una  mejor  correlación  de 
los  síntomas,  la  función  ventricular  y la  isquemia 
reversible,  con  la  mejor  identificación  de  aquellos 
pacientes  más  enfermos  a los  que  la  cirugía  podrá 
realmente  ayudar.^ 

Si  se  encuentran  buenas  arterias  para  hacerlo,  en  los 
casos  válidos,  podrá  mejorarse  el  dolor.  Estos  enfermos 
lograrán  mejorar  su  “calidad  de  vida”.  Otros  podrán  vivir 
un  poco  más,  sujeto  a la  crítica  localización  de  sus 
lesiones.  Algunos  van  a ser  rehabilitables  con  esto; 
distinguirlos  haría  más  lógica  la  decisión  de  operarlos. 

De  lo  anterior,  debe  apreciarse  que  no  sería  correcto  ni 
ético  someter  a operación  a cualquier  paciente  por  tener 
algunos  síntomas  o ya  con  evidencia  de  enfermedad 
coronaria. 

Se  considera,  a la  fecha  de  hoy,  que  enfermos  con 
obstrucción  significativa  de  una  o dos  coronarias 
generalmente  no  la  necesitan  por  saberse  que  han  de 
responder  igual  a un  tratamiento  médico  adecuado.  Este 
grupo  compone  el  mayor  número  de  los  pacientes  con 
anginas  e infartos.  Sólo  aquellos  pacientes  con  tres 
coronarias  severamente  afectadas,  o su  equivalente, 
particularmente  si  están  bien  sintomáticos  o tienen 
disfunción  ventricular  o con  el  tronco  principal  de  la 
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arteria  izquierda  obstruida,  podrían  estadísticamente 
ganar  ventaja  con  la  operación.**  Ellos  son  los  que 
principalmente  llenarán  el  grupo  que  no  ha  sido 
mejorado  de  la  angina  o no  ha  podido  llegar  a etapas  altas 
en  la  prueba  de  ejercicio.  Hay  excepciones  aisladas  de 
entre  las  otras  lesiones  coronarias  que  pudieran  mejor  ser 
los  casos  para  angioplastía.^ 

Conclusiones 

1.  El  desvío  coronario  constituye  un  tratamiento  de 
tipo  electivo  para  un  grupo  pequeño,  severamente 
enfermo  y bien  seleccionado  de  todos  los  casos  de 
enfermedad  coronaria  en  un  área. 

2.  Un  sub-grupo  de  estos  pacientes  estará  muy 
severamente  enfermo.  Aunque  podrían  vivir  algo  más  si 
se  operasen,  no  serían  rehabilitables  para  trabajar. 

Esta  modalidad  de  tratamiento  podría  ser  una  opción 
razonable  en  pacientes  jóvenes  potencialmente 
rehabilitables  y ya  identificados  como  severamente 
enfermos  por  pruebas  no  invasivas  primero,  e invasivas 
después,  que  demuestren  esta  potencialidad. 

Estas  apreciaciones  serán  susceptibles  de  usarse  en  un 
análisis  objetivo  de  cada  caso.  Este  debe  evaluarse  bajo 
estos  principios  por  uno  o varios  cardiólogos 
permitiendo  ello  discernir  mejor  las  opciones,  realizando 
una  buena  práctica  médica  a la  fecha  de  hoy.  Los  criterios 
podrían  revisarse  con  la  experiencia  debiendo  observarse 
el  mayor  grado  de  objetividad  en  estas  decisiones. 
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Orientemos  ai  Comprador... 

No  io  Engañemos 

Enrique  Vázquez-Quintana,  M.D.,  F.A.C.S. 


Gradualmente,  he  llegado  a creer  que  la  vida  es  injusta. 

La  primera  regla  para  disfrutar  o llevar  una  existencia 
feliz  es  aceptar  el  hecho  de  que  la  vida  es  injusta...  aunque 
sea  difícil  admitirlo.  La  gente  que  es  razonable  invierte 
gran  parte  de  su  tiempo  y energía  tratando  de  evitar  o 
prevenir  la  “injusticia”. 

Una  definición  de  lo  que  es  una  persona  pobre  sería 
“alguien  que  no  puede  adquirir  las  cosas  buenas  que 
produce  nuestra  sociedad.'  Precisamente,  uno  de  los 
productos  más  preciados,  disponible  en  nuestra  sociedad 
de  hoy,  consiste  en  “servicios  médicos”.  Nadie  quiere  ser 
pobre  y menos  en  lo  que  respecta  a servicios  médicos. 

El  público  no  es  necesariamente  quien  mejor  podría 
juzgar  o determinar  la  cantidad  de  cuidado  médico  que  se 
le  provee.  Lógicamente,  ellos  siempre  reclamarán  más 
servicios  de  los  que  se  pone  a su  disposición.  Por  lo  tanto, 
confrontamos  un  dilema:  la  demanda  por  servicios 
médicos  es  infinita,  mientras  que  los  recursos  disponibles 
son  limitados. 

La  preservación  de  una  buena  salud  es  principalmente 
responsabilidad  del  individuo  bien  informado. 
Desafortunadamente,  a este  asunto  tan  vital  no  se  le  ha 
dado  la  suficiente  importancia  o precedencia.  Las 
compañías  de  seguros  se  han  quedado  rezagadas  en 
cuanto  al  desarrollo  de  planes  innovativos.  Llegará  el 
momento  en  que  estas  compañías  tendrán  que  proveer 
incentivos,  como  por  ejemplo  descuentos  en  primas  a 
quienes  luchan  por  mantenerse  saludables,  asimismo, 
deberán  desalentar  e imponer  responsabilidad  por  las 
consecuencias  fatales  del  sobrepeso,  el  fumar  y el  abuso 
del  alcohol. 

Por  ejemplo,  es  de  conocimiento  general  que  las  com- 
pañías de  seguros  de  autos  ofrecen  cubiertas  de  riesgo  con 
primas  más  altas  a conductores  varones  jóvenes  que  a 
hembras  jóvenes  debido  a que  sus  respectivos  riesgos  son 
diferentes. 

Nuestra  sociedad  es  la  más  individualista  jamás  con- 
cebida: sin  embargo,  en  la  medicina  ha  prevalecido  una 
actitud  paternalista  por  muchos  años.  Aparentemente 
desconocemos  o no  nos  preocupa  este  extraño  dualismo: 
ser  capitalistas  e igualitarios  al  mismo  tiempo.  Estas, 
dado  lo  limitado  de  los  recursos,  son  posiciones 
mutuamente  excluyentes. 

Durante  los  últimos  veinte  años,  la  práctica  de  la 
medicina  y la  cirugía  ha  estado  moldeada  o sujeta  a 
cambios  drásticos.  Entre  las  fuerzas  que  influyen  en  la 
práctica  moderna  de  la  medicina  están:^ 


CaieJrálicu  r Director,  Depariamenia  de  Ciruf'ia,  Retiñió  de 
Ciencias  Médicas  Universidad  de  Puerto  Rico 


1.  Gobierno  federal  y estatal 

2.  Comunidad  de  negocios 

3.  Sistema  de  hospitales  (compañías 
multihospitalarias) 

4.  Compañías  de  seguros 

5.  Sistema  legal 

6.  Grupos  organizados  de  consumidores 

7.  Organizaciones  médicas  y hospitalarias 
que  funcionan  con  fines  de  lucro 

8.  Estudiantes  americanos  en  países  extranjeros 

9.  Escenario  político  nacional 

10.  Exceso  de  médicos 

Se  supone  que  el  médico  practique  al  más  alto  nivel  de 
competencia  y estándar  de  cuidado  posible  — no  al  nivel 
nacional  o en  los  mejores  centros  médicos.  Según  N.  G. 
Levinsky^,  el  paciente  es  el  amo  del  médico  y el  médico  es 
el  defensor  del  paciente.  El  médico  es  responsable  de 
hacer  un  diagnóstico  utilizando  aquellas  pruebas  que  las 
probabilidades  de  un  caso  en  particular  dictan,  sin 
incurrir  en  gastos  excesivos.  Al  así  hacerlo,  deberá 
ponderar  la  cantidad  de  sufrimiento  y la  efectividad  y 
confiabilidad  de  los  procedimientos  de  diagnóstico. 
Entonces,  deberá  ofrecer  al  paciente  el  tratamiento  que 
corresponda.  El  diagnóstico  basado  en  probabilidades 
tiene  que  culminar  en  el  mejor  tratamiento  disponible. 
Esto,  según  afirmó  Lloyd  H.  Smith,  Jr.,  es  el  acto  de 
compasión  más  importante  que  el  médico  está  llamado  a 
hacer  por  su  paciente. 

El  Gobierno  Federal  ha  venido  legislando  para 
contener  el  aumento  en  costos  por  servicios  médicos. 
Tenemos  por  ejemplo,  PSRO,  PRO  y de  reciente 
creación  DRG’S.  Sorpendentemente,  la  profesión 
médica  es  la  única  que  ha  aceptado  una  congelación 
voluntaria  de  sus  honorarios,  sólo  para  ser  seguida  de 
una  congelación  mandatoria  e imposición  de  penalidades 
por  el  Gobierno  Federal.  Nadie  se  ha  atrevido  jamás  a 
proponer,  ni  aun  a sugerir,  que  se  imponga  un  límite  a los 
ingresos  de  los  abogados  o cualquier  otra  clase  profe- 
sional. 

Adicional  a esto,  el  informe  del  Comité  Nacional 
Asesor  de  la  Educación  Médica  Graduada  (GMENAC)^ 
concluyó  que  para  el  1990  habrá  un  exceso  de  médicos  y 
recomendó  que  el  número  de  estudiantes  admitidos  a 
medicina  sea  reducido  y que  no  se  cree  nuevas  escuelas  de 
medicina. 

■Asimismo,  actualmente  hay  un  exceso  de  abogados  en 
los  Estados  Unidos  y Puerto  Rico:  Tenemos  un  abogado 
por  300  habitantes!  Esto  podría  explicar  en  parte  por  que 
la  nuestra  es  la  sociedad  más  litiginosa  del  mundo. 

Los  paises  con  medicina  socializada  han  racionado  los 
servicios  médicos.'^  Aún  en  paises  capitalistas  como 
Puerto  Rico  y los  Estados  Unidos,  el  racionamiento  ha 
sido  implantado  por  el  sistema  en  una  variedad  de  formas 
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sutiles,  tales  como  la  falta  de  médicos,  la  localización 
geográfica  de  centros  médicos  y hospitales  y los  ingresos 
bajos  o falta  de  recursos.  En  Inglaterra,  un  país  con  medicina 
socializada,  a la  profesión  médica  se  le  ha  impuesto  la 
responsabilidad  odiosa  de  tener  que  decidir  quien  reci- 
birá tratamiento  médico  y quien  no...  los  médicos  en 
Inglaterra  no  pueden  mirar  directamente  a los  ojos  de  su 
paciente  mientras  le  informan  que  no  le  adiministrarán 
tratamiento  médico  secundario  o terciario;  sin  embargo, 
se  le  garantiza  tratamiento  primario  y de  emergencia. 

En  los  Estados  Unidos  y Puerto  Rico  no  podemos 
permitir' que  eso  ocurra:  ello  constituiría  una  carga 
injusta,  indeseable  e irracional.  Dejemos  al  político  y a 
los  oficiales  del  gobierno  cargar  con  las  responsabi- 
lidades para  las  cuales  fueron  electos  y que  sean  estos 
quienes  informen  al  público  que  el  racionamiento  en  los 
servicios  médicos  vendrá  como  resultado  de  su  política 
pública  aunque  hacerlo  les  resulte  antipático  y política- 
mente destructivo.  Ese  es  su  deber! 

La  imposición  y aceptación  por  la  profesión  médica  de 
esta  responsabilidad  vicaria  y desmoralizadora  removerá 
lo  que  pueda  quedar  del  candor,  la  confianza,  la  inge- 
nuidad y la  empatia  de  la  relación  médico-paciente. 

Si  la  prestación  de  los  servicios  médicos  ha  de  ser  racio- 
nada, el  público  no  debe  ser  engañado  por  los  políticos  o 


administradores  de  la  salud.  Al  contrario,  el  público  debe 
ser  informado  de  lo  limitado  de  los  recursos  disponibles. 
El  no  hacerlo  sería  decepcionante  y no  merecería  la  con- 
fianza puesta  en  los  políticos  al  momento  de  su  elección. 

Debemos  estar  conscientes  de  que  no  importa  cual  sea 
la  magnitud  de  los  gastos  médicos,  el  paciente  será  quien 
siempre  pague  por  los  mismos;  Directa  (privadamente)  o 
indirectamente  (a  través  de  las  contribuciones  que  paga  al 
gobierno).  Por  lo  tanto,  quien  paga  por  los  servicios 
médicos  deberá  saber  lo  que  está  obteniendo  por  su 
dinero. 

References 

1 . Fuchs  V:  Who  Shall  Live.  Basic  Books,  Inc.,  Publishers,  New  York 
1974 

2.  Ginzberg  F.:  American  Medicine:  The  Power  Shift.  Bull  AmerColl 
Surg  1985;  90:2-6 

3.  Levinsky  NG:  The  Doctor’s  Master.  N Engl  J Med  1984; 
31  1:1573-1575 

4.  Smith  I.H,  Jr:  Medical  Education  for  the  21st  Century.  J Med 
Education  1985;  60:106-112 

5.  Graduate  Medical  Education  National  Advisory  Group 
(GMENAC)  1980  HHS  Department. 

6.  Heysell  R:  To  see  ourselves.  J Med  Education  1985;  60;  119-123 

7.  Aaron  H,  Schwartz  WB:  The  Painful  Prescription-Rationing 
Hospital  Care.  The  Brookings  Institution  1984 


The  i^tise 

Solution 

that  stands  ^ mn-i  - 
by  itself  "I"  '' 


■ Povidine  microbicidal  solu- 
tion kills  gram-positive  and 
gram-negative  bacteria,  fungi, 
viruses,  protozoa  and  yeast. 

■ Apply  undiluted,  as  often  as 
needed,  for  pre-operative  prep- 
ping  of  operative  site,  and  as 
a general  topical  microbicide. 
May  be  bandaged. 

■ Specific  microbicidal  uses: 

□ emergency  treatment  of  lac- 
erations and  abrassions,  and 
second  and  third  degree  burns 

□ disinfection  of  wounds 

n as  a prophilactic  anti-infective 
agent  in  medical  procedures, 
including  post-operative  ap- 
plication to  incisions 

□ Trichomonal,  mondial,  and 
nonspecific  infectious  vagi- 
nitis 

□ oral  moniliasis  (trush) 

□ bacterial  and  mycotic  skin 
infections 


IeinNendu 


■ ■ ^ ni/vrutorifi,  ■ 

Con  li  contlinza  de  (odi  uni  tndidón  lirmictutici 


□ decubitus  and  stasis  ulcers 

□ preoperatively,  in  the  mouth 
and  throat,  as  swabs 

■ Caution:  Prolonged  exposure 
of  skin  to  unabsorbed,  wet 
solution  may  cause  irritation. 

■ How  supplied:  4 oz.  and  8 oz. 
plastic  bottles. 
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CASES  IN  PULMONOLOGY 


Round  Pneumonia  in  a Child 


Pedro  M.  Mayol,  M.D. 
José  E.  Sifontes,  M.D. 
Alejandro  Mercado,  M.D. 
Renato  Rivera,  M.D. 


Abstract:  An  8-year  old  boy  who  became  acutely  ill 

with  fever  and  chest  pain  was  found  to  have  a spherical 
homogeneous  density  in  the  upper  lobe  of  the  left  lung  and 
positive  blood  culture  for  Streptococcus  pneumoniae.  This 
entity  is  called  round  or  spherical  pneumonia;  is  not 
common  and  may  be  confused  with  other  more  serious 
conditions.  The  child  recovered  promptly  with  ampicillin 
therapy.  Accurate  diagnosis  of  this  type  of  lesion  allows  for 
timely  institution  of  appropriate  therapy  and  avoidance  of 
unecessary,  costly  or  invasive  diagnostic  procedures. 


Pneumonia  is  one  of  the  most  common  causes  of 
admission  to  hospitals  in  the  pediatric  age  group. 
As  a rule,  the  etiologic  agent  is  suspected  but  not  proven, 
mostly  because  it  is  caused  by  viral  agents  or  because  the 
yield  of  blood  cultures  is  relatively  low  in  bacterial 
pneumonias.'  Pneumococci  may  produce  a typical  lobar 
pneumonia  or  a disseminated  picture  of  “patchy” 
bronchopneumonia.  The  pleura  is  often  involved  but  this 
lesion  tends  to  be  obscured  by  the  alveolar  consolidation. 
Suspicion  of  pneumococcal  pneumonia  is  aroused  if  the 
patient  is  febrile,  toxic  and  the  history  and  physical 
findings  are  compatible  with  acute  pneumonia. 
Pneumococcal  pneumonia  presenting  with  a spherical 
(round)  lesion  is  seldom  reported  but  is  an  established 
entity  which  should  be  promptly  recognized  in  order  to 
avoid  unecessary  diagnostic  procedures  and  to  establish 
prompt,  effective  therapy. 

Case  Report 

An  eight-year  old  male  was  doing  well  until  two  days 
prior  to  admission  when  he  developed  fever  which  was 
accompanied  by  cough,  yellow  expectoration  and  nasal 
congestion.  The  patient  was  seen  by  his  pediatrician  who 
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found  no  focus  of  infection  and  ordered  a complete  blood 
count  and  urinalysis. 

While  waiting  for  the  laboratory  results  and  on  the  way 
to  the  Emergency  Room  of  the  local  health  center,  the 
patient  developed  a temperature  of  40°C  and  chest  pain. 
At  the  health  center  he  had  pain  in  the  left  side  of  the 
thorax  accompanied  by  vomiting  and  mild  respiratory 
distress.  The  patient  was  referred  to  the  San  Pablo 
Medical  Center  for  further  evaluation  and  treatment. 

On  admission  to  the  hospital,  the  temperature  was 
38.9°C,  pulse  110  per  minute,  respiratory  rate  35  per 
minute,  BP  110/60  mm  hg,  weight  52#  and  height  52 
inches.  The  patient  was  alert,  active,  oriented,  febrile  but 
not  toxic.  No  foci  of  infection  were  present  in  the  head, 
ears,  nose  and  throat;  the  neck  was  supple  and  there  were 
no  enlarged  lymph  nodes.  Heart  sounds  were  normal. 
The  thorax  was  symmetric,  without  intercostal  retrac- 
tions or  dullnes.  There  were  discrete,  scattered  inspiratory 
fine  crepitations  in  the  area  of  the  lingula,  there  was  no 
wheezing.  The  abdomen  was  soft  and  depressible  without 
masses,  visceromegaly,  rebound  tenderness  or  abnormal 
peristalsis.  The  skin  was  warm  without  evidence  of 
cyanosis  or  petechiae. 

The  leukocyte  count  was  26,000/ul  with  73  per  cent 
neutrophils,  17  per  cent  bands,  3 percent  monocytes,  7 
per  cent  lymphocytes  and  1 atypical  lymphocyte.  Chest 
roentgenograms  revealed  a round  consolidation  of  the 
anterior  segment  of  the  left  upper  lobe.  (See  figures  1 and  2) 
After  obtaining  blood  cultures,  therapy  was  initiated 
with  ampicillin  500  mg  by  the  intravenous  route  every  six 
hours.  Other  laboratories  results  were  as  follows:  cold 
agglutinins  titers,  1:8;  urynalisis  unremarkable;  blood 
cultures  revealed  Streptococcus  pneumoniae  sensitive  to 
ampicillin  among  many  other  antibiotics  and  resistant 
only  to  amikin. 

The  clinical  course  ot  the  patient  was  uneventful.  He 
was  afebrile  in  48  hours  with  a white  blood  cell  count  of 
7900/ul,  66  per  cent  neutrophils,  29  percent  lymphocytes, 

1 monocyte  and  2 atypical  lymphocytes.  The  tuberculin 
test,  PPD  5TU,  was  negative  (0  induration). 

The  patient  continued  to  improve  with  antimicrobial 
therapy  and  was  discharged  80  hours  after  admission  to 
continue  on  oral  amoxicilin  and  to  return  tor  follow-up  in 
48  hours.  Repeated  chest  roentgenogram  3 weeks  after 
discharge  revealed  almost  complete  resolution  ot  the 
infiltrate.  (Fig.  3) 
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Figure  1 and  2.  The  is  a round  homogenous  density  located  in  the  anterior 
segment  of  the  left  upper  lobe. 


Figure  3.  Three  weeks  after  discharge  from  the  hospital  there  is  almost 
complete  resolution  of  the  left  upper  lobe  infiltrate. 


Discussion 

The  pulmonary  lesions  of  pneumococcal  pneumonia 
are  characterized  by  overflow  of  edema  fluid  into  the 
alveoli,  accompanied  by  leukocytes,  red  blood  cells, 
macrophages  and  antibodies. 

Eventually,  the  pulmonary  parenchyma  becomes 
consolidated  in  the  affected  area.  Depending  upon  the 
age  of  the  patient,  the  involvement  may  be  patchy  (in 
young  children)  or  lobar  (in  older  children).  A round 
lesion  is  occasionally  seen  in  the  chest  roentgenogram 
but  seldom  reported. 

The  presence  of  a well  circumscribed  round  pneumonia 
simulating  a pulmonary  mass  has  been  reported  by  Rose, 
et  al.^  In  all  of  the  21  patients  reported,  there  was  a mass 
like  shadow  within  the  thorax  in  both  the  frontal  and 
lateral  projections  of  the  chest  roentgenogram. 

Fraser^  states  that  the  roentgenographic  pattern  of 
acute  pneumococcal  pneumonia,  consisting  of  a homo- 
geneous consolidation,  corresponds  well  to  the  patho- 
logic changes  in  the  parenchyma  of  the  lung.  In  most 
cases,  the  consolidation  begins  in  the  peripheral  air 
spaces  of  the  lung  and,  as  a rule,  is  adjacent  to  the  visceral 
pleural  surface.  Fraser  and  Worztman''  state  that  the 
consolidation  of  the  lung  that  has  extended  to  the 
interlobar  fissure  presents  a sharp  edge  or  line  between 
the  affected  and  unaffected  lung  parenchyma.  In  rare 
instances,  which  are  more  likely  to  occur  in  children,  the 
lesion  has  a spherical  shape  that  may  simulate  a 
mediastinal  mass.^ 

The  diagnosis  of  pneumococcal  pneumonia  is  based 
upon  the  characteristic  history,  clinical  picture  and  roent- 
genographic evidence.  Suspicion  is  confirmed  by  the 
recovery  of  the  etiologic  agent  from  the  blood.  Further 
confirmation  may  be  attained  by  detection  of  the 
pneumococcal  antigen  through  counterimmuno- 
electrophorcsis.  A pulmonary  lesion  that  appears  as  a 
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solid,  oval  or  spherical  mass  may  be  caused  by  a variety  of 
etiologic  conditions.^  Such  unusual  shape  often  leads  to 
extensive  studies.  The  differential  diagnosis  of  of  a round 
lesion  in  the  chest  includes  infectious  and  non  infectious 
processes.  Some  of  the  conditions  that  appear  in  Table  I 
may  have  to  be  ruled  out. 


TABLE  I 


Etiologic  Agents  to  be  Considered  in  the  Differential  Diagnosis  of 
Round  Pneumonia  in  the  Pediatric  Age  Group 

I.  Infectious:  bacterial,  mycobacterial,  viral,  fungal,  infected  lung 
cyst,  abscesses  and  visceral  larva  migrans  (Dirofilaria  immitis). 

II.  Non  infectious:  tumors,  cysts,  bullae,  aspirations,  diaphragmatic 
hernia,  localized  pneumothorax,  granulomatous  lesions. 

(Modified  table  from  Torres,  Et  Al)’ 


In  our  patient,  as  a result  of  the  history  of  sudden  fever, 
respiratory  difficulty,  chest  pain,  leukocytosis,  and  a 
rapid  response  to  antibiotics,  no  further  specialized 
diagnostic  work-up  was  done.  The  rapid  growth  of 
Streptococcus  pneumoniae  in  the  blood  culture  confirmed 
the  suspicion. 

Others  have  reported  cases  of  patients  with  round 
pulmonary  lesions  which  could  not  be  differentiated 
from  posterior  mediastinal  tumors,  forcing  the  investi- 
gators to  perform  extensive  diagnostic  studies.* 

Unless  there  is  prompt  recognition  of  the  nature  of 
spherical  pneumonia  through  awareness  of  the  condi- 
tion, detection  of  Streptococcus  pneumoniae  by  blood 
culture  or  counterimmunoelectrophoresis,  and  confirma- 
tion by  rapid  response  to  antibiotics,  the  patient  may  be 
subjected  to  costly  laboratory  work-up,  extensive 
diagnostic  radiation,  and  possibly  invasive  procedures 
involved  in  ruling  out  neoplastic,  granulomatous  or  other 
similar  lesions. 


Resumen:  Un  niño  de  8 años  de  edad  presentó  un 

cuadro  clínico  de  neumonía  aguda;  hemocultívo  positivo 
para  Streptococcus  pneumoniae,  una  densidad  redonda  en 
el  lóbulo  superior  izquierdo  y mejoría  rápida  con 
ampícilina.  Este  cuadro  clínico  se  denomina  neumonía 
redonda  o esférica;  no  es  común  y se  confunde  con  otras 
infeccions  y con  procesos  malignos.  Es  importante 
establecer  un  diagnóstico  precoz  para  instaurar  la  antibío- 
tícoterapia  curativa  y evitar  realizar  pruebas  de  diagnós- 
tico costosas,  ínvasoras  e innecesarias. 
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Problems  in  Cardiac  Pacing 


Failure  of  VVI  Cardiac 
Pacemaker  Capture 

Charles  D.  Johnson,  M.D.,  F.A.C.C. 


Abstract:  This  communication  reviews  clinical  and 

electrophysiological  aspects  of  cardiac  pacing,  and  illus- 
trates 4 cases  of  VVI  failure  of  stimulus  capture  of  the 
ventricles  or  stimulus  release. 

Cardiac  pacing  failure  may  occur  in  the  early  or  late 
post-implantation  period  or  during  temporary 
endocardial  pacing,  and  it  may  be  continuous  or  inter- 
mittent. Nonpacing  is  caused  by:  1.  Lack  of  capture  of  a 
visible  pacemaker  output  stimulus  (S),  a S without 
ventricular  depolarization  producing  QRS  and  T waves; 
an  exit  block;  2.  Lack  of  or  intermittent  pacemaker  S and 
current  (I)  delivered  from  the  pulse  generator;  3.  S 
release  problems.  Rate  alterations-  slower,  faster, 
runaway  pacemaker;  erratic  pacing  and  changing  S-S 
interval.  The  generator  may  be  truly  abnormal  or  there 
may  be  generator  pseudomalfunction.  Magnet  applica- 
tion can  induce  reprogramming.  Most  pacemakers 
manifest  a decrease  in  stimulation  rate  and  an  increase  in 
pulse  width  (PW)  with  battery  depletion.  Latency 
between  the  S and  the  paced  QRS  complex,  partial  exit 
block  as  a Wenckeback  phenomenon  of  pacing,  and 
capture  only  in  the  supernormal  phase  of  excitability  as 
partial  loss  of  capture  when  the  threshold  is  near  the 
generator’s  output,  are  rarely  observed. 

The  diagnostic  approach  to  pacemaker  noncapture 
comprises  a history  and  physical  examination,  the 
pacemaker  electrocardiogram  (ECG),  Holterand  hemo- 
dynamic monitoring,  overpenetrated  x-ray,  transtele- 
phonic  monitoring,  electronic  study  of  the  pulse  interval 
or  rate  (ms  conversion  to  beats  per  minute,  bpm,=60,000/ 
ms),  PW,  amplitude  (PA)  (without  and  with  magnet)  and 
waveform  analysis,  vector  analysis  of  the  S and  paced 
QRS  complexes.  Pacing  system  analyzer  (PSA)  at 
implantation  or  reexploration  (R  and  P wave  amplitudes 
in  mV,  slew  rates,  thresholds),  telemetry  of  the  pacing 
values-  voltage  (V),  I and  resistance  (R)  or  impedance  (Z), 
etc;  manual  traction  on  the  generator  and  lead  and 
changes  in  body  position;  augmentation  of  the  pacer  rate 
to  prove  capture  when  the  pacemaker  is  overdriven  by  the 
patient’s  native  rate,  programming  and  magnet  applica- 
tion (fixed-rate  mode)  which  may  unmask  pacemaker 
failure  to  capture,  etc. 

The  following  3 cases  are  representative  of  simple  VVI 
failure  of  stimulus  or  S capture.  A fourth  case  reflects 
abnormal  release  of  Ss. 


Case  1 

This  52-year-old  women  with  mild  pulmonic  stenosis 
had  a Medtronic  7000A,  Versatrax  II  DDD  pacemaker 
(Medtronic  Inc.  Minneapolis,  MN)  implanted  epicar- 
dially  for  sinus  node,  AV  nodal  and  infranodal  disease. 
Pacemaker  parameters  were:  5 V output,  0.5  ms  PW,  8.9 
mA;  0.5  V,  1.6  mA,  560  ohms;  R wave  12.2  mV,  ventri- 
cular sensitivity  2.5  mV.  The  pacemaker  was  reprogram- 
med later  to  the  VVI  mode  because  of  atrial  sensing 
failure.  However,  there  was  also  failure  to  capture  the 
ventricles  even  at  the  maximal  PW  of  1.5  ms,  attributed  to 
fat  on  the  epicardium.  (Figure  1.)  Left  panel-lead  II, 
pacemaker  pulse  and  calibration.  VVI  mode.  The 
biphasic  S,  rate  81  ppm,  fails  to  capture  the  ventricles. 
Intermittent  ventricular  QRS  sensing  failure  is  also 
present;  note  the  bigeminal  pattern.  In  the  right  panel, 
leads  Vi,  II  and  Vj,  the  pacemaker  S falls  within  the 
intrinsic  QRS  complex  as  a ventricular  pseudofusion 
beat.  Later,  the  pacemaker  leads  were  placed  endocar- 
dially  with  adequate  function. 


Figure  1. 

Case  2 

This  45-year-old  female  probably  has  a restrictive 
cardiomyopathy  due  to  hypothyroidism.  She  presented 
with  right  bundle  branch  block,  atrial  standstill  and 
junctional  bradyarrhythmia.  The  atria  could  not  be 
capture  even  at  an  output  of  20  m A.  An  Intermedies  253-09 
Quantum  VVI  pacemaker  (Intermedies  Inc.  Freeport, 
TX)  was  implanted  endocardially  on  1 1-29-84.  With 
maturation  of  the  electrode  intermittent  loss  of  ventri- 
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cular  capture  occurred.  See  figure  2.  The  first  and  fourth 
Ss  failed  to  capture  the  ventricles  but  the  second,  third 
and  last  two  Ss  do  capture.  The  PA  was  then 
programmed  from  5.39  V to  8.08  V with  consistent 
ventricular  capture.  The  telemetry  print-out  provided  the 
following;  output  1 from  7.1  mA  to  1 1.3  mA;  the  charge 
delivered  from  4.35  to  6.90  microcoulombs  (uC);  the 
energy  22  to  52.3  microjoules  (uJ). 


Figure  2. 

Case  3 

This  57-year-old  female  had  an  epicardial  WI  pacer 
implanted  for  complete  AV  block  following  repair  of  an 
atrial  septal  defect.  Stimulation  threshold  was  0.7  V,  0.9 
mA,  790  ohms  at  a PW  of  0.62  ms;  rate  71  ppm,  R wave 
4.2  mV.  About  a month  a month  later  there  was  failure  to 
capture  the  ventricles  (first,  third,  fifth  through  ninth  Ss), 
see  figure  3.  Increasing  the  PW  to  1.07  ms  did  not  obtain 
capture.  The  second  and  fourth  Ss  capture  the  ventricles; 
the  other  beats  are  the  patient’s  intrinsic  beats.  Failure  to 
sense  completely  the  fourth,  fifth  and  seventh  intrinsic 
beats  is  also  present.  An  exit  block  due  to  fibrosis  was 


Figure  3. 


Case  4 

This  elderly  male  underwent  implantation  of  an 
epicardial  Intermedies  253  unipolar  VVI  pacemaker  in 
July,  1981  for  complete  AV  block.  In  March,  1985  at  the 
time  of  figure  4 he  was  asymptomatic,  but  there  was  a 
history  of  syncope.  Intermittent  pacemaker  Ss  manifest, 
rate  73  ppm,  and  capture  the  ventricles,  but  there  are 
pauses  without  Ss  nor  spontaneous  beats.  Pacemaker 
escape  is  absent  or  delayed.  Sensing  remains  intact  except 
for  failure  to  sense  the  last  intrinsic  beat  of  lead  II. 
Factory  testing  of  the  explanted  pulse  generator  revealed 
that  it  was  operating  properly  and  had  not  reached  its 
elective  replacement  indicator. 
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Figure  4. 


Discussion 

Failure  to  pace  denotes  inappropriate  nondelivery  of  a 
S or  delivery  of  an  ineffective  S that  fails  to  depolarize  the 
myocardium  at  a time  when  it  is  fully  exictable,  after  the 
ventricular  refractory  period  (RP)-  after  the  T wave. 

Delivery  of  an  ineffective  stimulus  with  lack  of  capture 
or  intermittent  capture  may  be  due  to: 

A.  An  Increased  Threshold 

1.  Electrode  dislodgement  (the  most  common  cause; 
2-18%;  less  with  tines  or  active  fixation  electrodes). 
Inadequate  position  or  floating  electrode;  coronary 
sinus,  vena  cava,  pulmonary  artery.  Twiddler’s  syndrome. 
Myocardial  perforation  with  electrode  migration  extra- 
cardiac (2-20%).  The  V and  I are  increased  (or  I 
unchanged),  R normal,  or  high;  varying. 

2.  Increased  stimulation  threshold  (greater  than  the 
5 V of  present  generators).  Exit  block  (a  marked  rise  in 
the  capture  threshold  above  the  output  of  the  generator); 
especially  with  acute  and  chronic  epicardial  electrodes; 
14%  increase  in  threshold/year. 

Electrode  tip  in  area  of  myocardial  infarction,  injury  or 
late  local  fibrosis  (nonexcitable  fibrotic  sheath);  scar. 
Increased  V and  I (larger  electrode  size)  and  normal  R. 
Antiarrhythmic  drugs-  procainamide.  Antidepressant 
overdose. 

Severe  electrolyte  and  acid-base  imbalance-  hyperka- 
lemia, etc. 

Myxedema.  Transient  increase  in  threshold  immediately 
after  defibrillation. 

B.  High  Resistance 

3.  a.  Lead  fracture-  V increased  or  normal, 

I normal  ordecreased,  Z increased  from 
500-6000  ohms. 

3.  b.  Lead  insulation  break-  normal  or  decreased  V, 
normal  or  increased  I,  decreased  Z-  a short 
circuit. 

3.  c.  Poor  connections  between  generator  and  lead; 

nontigthened  connector  set  screw,  poor 
contact.  Normal  or  decreased  V,  I,  normal  R. 

? Too  small  electrode. 

C.  Normal  V threshold.  Normal  I and  Lead  R 

4.  Pulse  generator  failure;  V output  to  heart  less  than 
pacing  threshold.  Battery.  Electronic  circuitry  defect. 
Post-defibrillation,  cardioversion,  therapeutic  radiation. 
Measure  generator  output  rate,  PW  and  PA  with  PSA. 

5.  Inappropriate  programming  of  pacemaker  output 
parameters-  PW,  PA,  1. 
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Pacemaker  failure  may  be  characterized  by  an  intermit- 
tent S output  or  I;  absent  S;  due  to  generator  failure, 
sticky  reed  switch,  inoperable  generator  secondary  to 
magnet  application  (very  rare);  pacemaker-patient  elec- 
trical circuit  intermittently  incomplete,  disconnection, 
such  as  the  set  screw  with  the  lead  pin;  air  in  generator 
pocket,  anode  in  poor  contact  with  body  tissues;  fracture 
of  lead  or  electrode  (S  size  may  vary);  oversensing- 
myopotential,  T wave,  afterpotential,  extreme  EMI  or 
RF  interference;  a concealed  signal  can  reset  the 
pacemaker. 

An  erratic  automatic  rate  may  be  produced  by  magnet 
waving  near  the  generator,  a false  signal,  afterpotential  or 
myopotential  sensing,  P wave  sensing  when  the  electrode 
is  near  the  right  atrium,  and  a right  ventricular  electrode 
penetrating  into  the  right  ventricular  cavity. 

Differential  Diagnosis 

1.  Lack  of  capture  when  S is  delivered  during  the 
myocardial  RP  of  the  previous  unsensed  spontaneous 
beat. 

Inhibition  of  generator  when  patient’s  intrinsic  rate  is 
faster  than  the  pacemaker’s  rate. 

2.  Automatic  instow  artifact. 

3.  Rate  hysteresis. 

4.  Reprogramming  without  proper  notation  in  the 
record. 

5.  Malfunction  of  the  ECG  machine  such  as  improper 
paper  speed. 

6.  Misinterpretation-  pseudofailure:  a large  unipolar 
voltage  decay  overshoot  can  mask  the  paced  QRS 
complex,  or  mimic  a QRS  complex.  Ventricular  depola- 
rization may  be  verified  by  the  presence  of  a subsequent 
T wave.  An  invisible  S in  the  available  lead,  especially  in 
bipolar  leads;  an  isoelectric  VPB.  Obtain  multiple  leads. 

Pacing  electrophysiology  has  recently  been  addressed 
by  Barold,  Moses,  Levine  and  Greenspan. 

The  pacemaker  output  circuit  components  are:  pulse 
generator,  lead,  electrode,  electrode-tissue  interface  and 
the  body-tissue  bridge  in  a unipolar  pacemaker.  A 
permanent  constant  V generator  supplies  a constant  V 
output  throughout  a wide  range  of  load  Zs  by  increasing 
the  I output  as  Z falls;  it  has  a lower  battery  drain  and  a 
longer  lif^e.  A Constant  I generator  (external  temporary) 
generates  a constant  I output  regardless  of  variation  in  Zs 
by  increasing  its  V output  up  to  15  V as  the  load  Z 
increases;  the  battery  life  is  short  and  can  be  replaced.  A 
Constant  V,  Constant  I generator  limits  the  maximal  I 
generated  at  low  Z (as  a constant  I generator);  at  higher 
Zs  the  V is  fixed  and  the  I falls  with  rising  Z. 

The  Stimulation  threshold  is  the  smallest  amount  of 
electrical  energy  that  produces  consistent  capture  of  the 
heart  when  it  is  applied  outside  the  RP.  It  is  determined 
by: 

1.  Character  of  the  pacemaker  pulse.  PW  is  a major 
determinant  of  threshold;  as  PW  widens  Z and  charge 
increase  while  mean  V and  I fall;  PW  affects  polarization 
overvoltage.  Smaller  electrodes  need  less  PW. 

2.  Responsiveness  of  the  excitable  tissue;  physiological 
factors  and  activity,  eating,  sleeping,  breathing,  drugs, 
catecholamines  and  sympathetic  tone. 


3.  Pacing  site-  lower  with  an  endocardial  site  than 
epicardial;  the  left  ventricle  may  be  superior  to  the  right 
for  pacing  and  sensing. 

4.  I density  or  max  charge  concentration  at  the 
electrode  (mA/mm^).  Poor  electrode  contact  decreases  I 
density.  Polarization  Z varies  directly  with  I density. 

5.  Configuration  (cylindrical  has  a lower  V threshold), 
size  and  material  of  the  electrode;  8-12  mm^  is  optimal;  a 
smaller  surface  area  gives  a lower  energy  drain  and 
threshold  and  increased  longevity,  I density,  Z,  polariza- 
tion effects  and  safety  margin.  A smaller  size  may  be 
better  for  pacing  and  a larger  electrode  for  sensing.  A 
porous  tip  electrode  may  reduce  polarization  after- 
potential and  the  area  to  a low  threshold  without  com- 
promising sensing  function.  Carbon-tip,  steroid-tip  and 
target-tip  electrodes  may  be  energy  efficient.  A larger 
anode  size  lowers  polarization  Z and  threshold  Z. 
Sometimes,  making  the  tip  the  anode  can  lower 
threshold. 

6.  Bipolar  versus  unipolar  electrodes:  the  relative 
merits  of  these  for  pacing  and  sensing  are  unclear. 
Modern  bipolar  systems  are  re-assuming  popularity  and 
offer  acceptable  sensing  and  low  pacing  thresholds,  and 
small  size  coaxial  dual  chamber  systems.  The  S size  is 
larger  in  a unipolar  system. 

7.  The  net  pulse  generator  output  driving.  Lead  or 
stimulation  Z of  the  system  equals  the  sum  of  the  Zs  of  the 
lead  (6-150  ohms)  and  cathode  electrode,  the  electrode- 
tissue interface,  the  myocardium  and  the  body  tissue 
bridge  between  the  electrodes  (in  a unipolar  system  the 
upper  uncoated  face  of  the  generator  is  the  anode).  Body 
Z is  200-500  ohms  and  it  increases  with  time  during  pulse 
delivery.  Z is  divided  into  1)  ohmic  (lead,  electrode- 
myocardial,  tissue)  and  2)  time-dependent  polarization 
(electrode -electrolyte  interface)-  resulting  from  charge 
separation  at  the  interface-  Zs.  Polarization  Z is  lower  at 
shorter  PWs  and  higher  Is.  There  is  no  direct  correlation 
between  Z and  capture  threshold.  A lower  Z gives  higher 
energy  to  the  heart,  a greater  safety  margin  and  a shorter 
battery  life.  A high  Z gives  less  energy  and  loss  of  capture 
may  ensue.  Z may  vary  with  movement  of  the  electrode 
tip.  With  rising  Z the  V falls  and  the  rate  slows  and 
capture  may  fail,  as  Constant  V generators  cannot  com- 
pensate for  a higher  Z,  because  the  I output  is  surpassed. 

8.  Maturity  of  the  electrode.  There  is  a rise  in 
threshold  (inflammation,  edema,  fibrosis)  3-5  fold 
acutely  at  2-6  weeks,  with  a gradual  fall  during  matura- 
tion to  a chronic  stable  plateau  of  2-3  fold  in  1-3  months, 
aggravated  by  poor  initial  placement.  Zs  may  fall  or 
remain  unchanged. 

Measurement  of  Threshold  Parameters 

Use  a constant  V PSA  (not  a constant  I temporary 
generator)  at  the  surgical  implantation  or  exploration. 
Subsequently,  telemetry  may  provide  V,  I and  R values. 
A V threshold  is  preferred  as  it  is  less  affected  by  the 
electrode  area  and  Z of  the  system,  but  both  may  be 
obtained  simultaneously  during  stimulation  (also  during 
deep  inspiration  and  cough)  for  calculation  of  R 
(measure  at  maximal  V and  I). 

Procedure:  an  ECG  can  verify  capture  and  a PSA, 
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electronic  device  or  programmer  the  PW.  Set  the  pace- 
maker 10  beasts  faster;  decrease  the  V (or  I)-Standard 
Stimulation  Threshold-  at  a fixed  PW  (0.5-.6  ms)  until 
capture  is  lost;  or  decrease  the  PW  at  a constant  V (5  V, 
2.5)  and  1.  “Down  and  up”  thresholds.  V and  I are 
nonlinear  and  change  (decrease  in  V and  I,  increase  in  Z) 
during  delivery  of  the  pulse.  A Strength-Duration  curve 
(the  minimal  V and  I,  orcharge  or  energy,  for  stimulation 
at  a range  of  PWs,  especially  at  the  PW  of  the  permanent 
pacer  to  be  implanted)  may  be  constructed  for  each 
patient.  Rheobase  (the  minimal  V and  I-  PA-  necessary 
for  stimulation;  curve  parallel  to  x-axis)  and  chronaxie 
(the  PW  at  which  stimulation  V or  I is  twice  the  rheobase; 
the  least  PW  that  maintains  capture)  are  key  points  on  the 
curve.  Rheobase  V is  lower  for  cathodal  than  for  anodal 
stimulation.  Chronaxie  depends  upon  electrode  size,  and 
material  and  the  stimultion  mode  (V  or  I limited  gene- 
rator), and  it  may  help  match  the  generator  to  the 
electrode.  Pacing  with  a Constant  I generator  needs  twice 
the  PW  as  that  of  a Constant  V generator.  A PW  greater 
than  chronaxie  is  not  desirable,  as  the  I is  increased 
without  lowering  the  threshold.  If  chronaxie  PW  is 
doubled  with  a constant  PA  the  pulse  energy  is  doubled, 
and  if  PA  is  doubled  with  a constant  PW  the  pulse  energy 
is  quadrupled.  Automatic  Threshold  Testing  provides  a 
rapid  autodecremental  V threshold.  The  threshold  value 
obtained  with  an  external  temporary  pacer  is  a I 
threshold  (0.1-20  mA) 


Value  of  Threshold  Parameters 

Z is  important  for  energy  threshold,  safety  reserve  and 
generator  longevity.  An  increase  in  Z would  lower  the  I 
output  per  pulse  and  would  diminish  battery  dissipation. 
R independently  has  no  relationship  to  the  stimulation 
threshold  or  to  selection  of  an  optimum  electrode  site, 
but  it  aids  in  diagnosing  lead  integrity-  fracture  or  insula- 
tion break,  and  position  problems-  electrode  contact. 
The  V threshold  indicates  electrode  position  and 
sometimes  lead  integrity.  The  I threshold  depends  upon 
the  electrical  system  and  it  is  an  indicator  of  electrode 
position  and  contact,  reflecting  myocardial  responsive- 
ness, but  offers  little  on  lead  integrity;  it  is  independent  of 
lead-heart  circuit  Z.  It  reflects  the  I density  which  is  an 
important  factor  for  stimulation.  I output  of  a generator 
is  usually  significantly  greater  than  the  I threshold.  The 
amount  of  I drawn  with  each  output  pulse  is  the  major 
factor  governing  battery  drain.  An  increase  in  output  R 
reduces  the  I output  per  pulse,  and  would  reduce  battery 
dissipation  and  prolong  battery  life  as  long  as  it  exceeds 
threshold  and  continues  to  stimulate  the  heart. 

Charge  threshold  in  microcoulombs  (mC)  = I threshold 
(mA)  X PW  (mS).  A narrower  PW  reduces  charge. 
Charge  threshold,  as  well  as  the  I drain,  are  useful  to 
predict  pacemaker  longevity  by  comparing  the  mean 
output  charge  per  pulse  to  its  battery  charge. 

Most  permanent  constant  V generators  have  a 
maximal  V output  of  5 V while  external  temporary  pacers 
provide  about  15  V and  20  mA.  The  acute  threshold  be 
15-33%  or  less  of  the  rated  V output  of  the  generator  to  be 
implanted. 


Ohm’s  Law:  V = I x R.  Ideal  acceptable  acute 
thresholds  at  a PW  of  0.5  mS  are:  Constant  V pulse 
generator:  0.4-1  V;  0.5-.90  mA. 

Traditional  setting:  0.5  x 1 mA  = 500  ohms. 

Maximal  “Lead”  thresholds  proposed  are:  Atrial-  acute 
1.5  V/2  mA,  chronic  3 V/4  mA;  Ventricular-  acute  1 
V/L3  mA,  chronic  3 V/4  mA. 

A calculated  R of  250-1200  ohms,  500  ohms. 

Charge  threshold-  Program  the  acute  setting  to  5 x and 
the  chronic  to  2 x threshold. 

Constant  I generator:  0.5-2  mA;  preferably  less  than  1 
mA. 

PW:  goal  0.5  mS  at  5 V,  or  less  down  toO.  1 mS;  nominally 
near  0.5-0. 6 mS.  Between  0.25  and  1 mS  is  most  efficient 
for  I and  energy  consumption.  A wider  PW  does  little  to 
improve  V threshold  and  expends  more  electrons  per 
pulse,  discharging  the  battery  more  rapidly.  For  the  same 
safety  factor  a lower  V and  greater  PW  have  been  recom- 
mended as  the  efficiency  of  the  generator  falls  at  high  V 
outputs.  However,  the  opposite  has  also  been  recom- 
mended, i.e.,  for  longevity  a shorter  PW  and  the  highest 
PA  or  V may  reduce  dissipated  energy  within  limits  of  the 
generator’s  output  energy  capability  and  safety  margin. 
Doubling  PW  at  threshold  V results  in  a smaller  safety 
factor.  In  general,  to  the  right  of  chronaxie  it  is  more 
efficient  to  raise  V to  maintain  the  safety  margin,  and  to 
the  left  it  is  more  efficient  to  augment  the  PW.  Doubling 
V or  I above  threshold  results  in  a charge  safety  factor  or 
0.8-1  (charge  is  1.6-2  x threshold). 

The  human  heart  requires  a I density  of  about 
3 mA/cm^  for  acute  stimulation  and  8-10  mA/cm^  for 
chronic  stimulation. 

Threshold  energy  in  microjoules  (mJ)  = V threshold  x 
T (PW);  5-10  mJ  are  necessary  to  pace  the  heart.  This  is 
the  critical  factor  in  pacing  safety  margin.  The  maximal 
energy  output  of  the  generator  should  be  3-4  x the 
threshold  energy. 


The  Safety  Factor 


generator  output-th. 
threshold  value 


or  generator  output  - 1. 
threshold  value 

Via  telemetry  modern  pacemakers  oñcx  Battery  CellV, 
mean  I,  uA  (the  I being  withdrawn  from  the  battery  with 
each  emitted  pulse  depends  on  the  rate,  PA,  PW  and 
inversely  with  Z),  Z(l-2  kohms;  the  internal  R within  the 
lithium  cell  which  rises  with  battery  exhaustion,  such  as 
22  kohms),  charge  (mC)  and  cell  capacity  (1.7-3  Ampere 
hours-AH).  These  represent  the  total  number  of  output 
pulses  and  remaining  life  of  the  generator,  from 

Total  battery  charge 
Output  charge  per  pulse 


Resumen:  Esta  comunicación  repasa  los  aspectos 

clínicos  y electrofisiológicos  de  la  estimulación  cardíaca 
por  marcapasos  e ilustra  4 casos  con  marcapasos  VVI  en 
cuanto  a fallo  para  la  captura  del  estímulo  de  los  ventrículos 
o de  la  liberación  de  estímulo. 
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SO  MUCH  FOR  TO-DAY’S 
OPERATION...  NOW,  ARE 
THERE  ANY  QUESTIONS? 
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Stone  Age  Nutrition: 
Implications  for  Today* 
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The  nutritional  parameters  appropriate  for  humans 
today  reflect  genetically  determined  biochemical 
an  physiological  factors  which  have  evolved  over  literally 
hundreds  of  millions  of  years. ^ Many  of  our  most 
basic  metabolic  processes,  those  with  which  the  foods  we 
eat  interact  to  produce  either  health  or  disease,  are 
functionally  similar  to  those  of  other  mammals,  verte- 
brates and,  in  some  cases,  even  unicellular  organisms.^ 
The  similarity  of  important  metabolic  pathways  in  life 
forms  so  diverse  indicates  that  the  genes  which  determine 
them  are  almost  inconceivably  ancient. 

From  the  genetic  standpoint,  humans  today  are  almost 
identical  to  our  ancestors  of  40,000  years  ago.  However, 
fastpaced  cultural  changes,  beginning  with  the  develop- 
ment of  agriculture  and  accelerating  since  the  Industrial 
Revolution  to  the  dizzying  pace  to  twentieth  century 
“progress,”  have  created  an  Atomic  Age  biobehavioral 
environment  in  some  ways  at  odds  with  our  Stone  Age 
genetic  heritage."' 

Differences  between  the  dietary  patters  of  our  remote 
ancestors  and  those  now  prevalent  in  industrialized 
societies  appear  to  have  important  implications  for 
health . Though  Darwinian  natural  selection  has  provided 
us  with  nutritional  adaptability,  humans  today  are  con- 
fronted with  diet-related  health  problems  that  were 
previously  of  minor  importance  and  for  which  prior 
genetic  adaptation  has  been  unable  to  completely  prepare 
us.^  For  example,  atherosclerosis  (including  coronary 
heart  disease),  obsesity,  hypertension,  diabetes  and 
certain  important  cancers  have  assumed  epidemiological 
prominence  only  in  the  past  century.  Such  conditions 
have  been  rare  among  recently  studied  hunter-gatherers, 
whose  life-styles  and  eating  habits  closely  resemble  those 
of  preagricultural  humans.* 


^Contemporary  Nutrition.  Vol.  10.  No.  12.  December  I9S5.  Reprinted 
with  permission  from  General  Mills  Inc.  Minneapolis.  Minnesota. 

**  Department  of  Anthropology.  Emory  University.  Atlanta.  GA  30322 


In  today’s  industrialized  nations,  life  expectancy  is 
approximately  twice  that  of  our  Stone  Age  ancestors, 
who  suffered  from  high  infant  mortality,  traumatic 
conditions  and  endomic  infections  which  we  can  now 
largely  control.  However,  it  is  not  only  because  persons  in 
Western  nations  live  longer  that  chronic  illnesses  have 
become  our  paramount  causes  of  death.  Y oung  people  in 
industrialized  nations  commonly  harbor  developing 
asymptomatic  forms  of  these  diseases,  but  preliterate 
youths  do  not.  Moreover,  members  of  technologically 
primitive  cultures  who  survive  to  age  60  or  more  remain 
relatively  free  from  these  disorders  in  striking  contrast  to 
their  “civilized”  cousins.  These  observations  indicate 
that  differences  between  the  nutrition  of  our  remote 
ancestors  and  that  which  is  common  in  affluent  20th 
century  nations  are  worthy  of  investigation.  Similarly 
important  factors,  such  as  caloric  excess,  physical 
activity,  tobacco  and  alcohol,  also  deserve  consideration, 
but  are  beyond  the  scope  of  this  paper. 

Nutritional  Evolution 

While  the  earliest  hominids  (our  prehuman  ancestors) 
were,  like  all  primates,  omnivorous,'  their  diet  appears  to 
have  emphasized  fruit.  However,  after  Homo  erectus 
appeared,  between  1.8  and  1.6  million  years  ago,  meat 
assumed  an  increasingly  prominent  dietary  role.  This 
may  have  been  obtained  largely  by  scavenging  at  first,  but 
hunting  threafter  became  the  primary  occupation  of  men, 
while  women  gathered  the  vegetable  foods  which,  during 
most  of  our  paleolithic  existence,  provided  over  50%  of 
our  diet.  Interestingly,  both  aquatic  foods  and  cereal 
grains  appear  to  have  been  paleontologically  “late” 
additions  to  human  nutrition.  Neither  category  seems  to 
have  been  widely  utilized  before  about  20,000  years  ago. 

During  the  millennia  after  anatomically  modern) 
humans  {Homo  sapiens  sapiens)  first  appeared,  about 
40,000  years  ago,  concentration  on  big  game  hunting 
peaked  and  meat  may  have  provided  over  50%  of  the  diet 
at  that  time.  However,  during  the  period  immediately 
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preceeding  the  development  of  agriculture,  10,000  years 
ago,  there  was  a shift  towards  a broader  spectrum  of 
subsistence  activities.  This  involved  a definite  increase  in 
the  amount  of  vegetable  material  together  with  decreased 
meat  consumption.  Modern  hunter-gatherers  most 
closely  resemble  the  human  beings  of  this  relatively 
recent  period.  Agriculture  markedly  altered  human 
nutritional  patterns;  over  the  course  of  a few  millennia, 
the  proportion  of  meat  declined  drastically,  vegetable 
foods  came  to  make  up  as  much  as  90%  of  the  diet  and 
dairy  foods  first  became  available  for  older  children  and 
adults.  Concomittantly,  average  human  height  diminished 
by  10  centimeters.^  This  was  probably  the  result  of 
decreased  dietary  protein  together  with  an  increased 
frequency  of  infectious  childhood  diseases  which  became 
more  common  as  population  density  increased. 

Since  the  Industrial  Revolution,  the  animal  protein 
content  of  Western  diets  has  increased  as  has  our  height; 
we  are  now  nearly  as  tall  as  were  the  first  biologically 
modern  human  beings.  However,  our  diets  still  differ 
markedly  from  theirs  and  these  differences  are  major 
factors  in  what  has  been  theorized  by  some  to  represent 
“affluent  malnutrition.”* 

The  Nutrition  of  Recent  Hunter-Gatherers 

The  diets  of  hunter-gatherer  peoples  studied  in  this 
century  encompass  a broad  range;  groups  living  in  arid 
desert  environments  have  obtained  only  10%-15%  of 
their  food,  by  weight,  from  animal  sources  whereas  arctic 
Eskimos  obtain  less  than  10%  of  their  diet  from  vegeta- 
tion. However,  when  nutritional  data  from  58  technolo- 
gically primitive  societies  are  pooled,  the  mean,  median 
and  mode  all  converge  on  a dietary  ratio  of  35%  meat  and 
65%  vegetable  foods.®  Of  course  the  lives  of  twentieth 
century  foragers  differ  in  many  ways  from  those  of 
humans  who  lived  before  the  advent  of  agriculture.  Still 
the  range  and  content  of  the  foods  today’s  foragers 
consume  are  reasonably  similar  (in  the  sense  that  they 
represent  wild  game  and  uncultivated  vegetable  foods)  to 
those  that  our  huntergatherer  ancestors  ate  for  millions 
of  years.  Thus,  an  analysis  of  these  foods  can  provide  a 
rational  estimate  of  the  nutrional  elements  which  have 
helped  shape  our  current  genetic  constitution. 

• Meat:  The  nutritional  properties  of  wild  game  differ 
importantly  from  those  of  meat  available  in  the  modern 
supermarket.  The  latter  has  much  more  fat:  up  to  25%- 
30%  or  even  more  in  contrast  to  an  average  4%  in  wild 
game.  Not  only  is  there  more  fat  in  meat  from  domes- 
ticated animals,  the  composition  of  the  fat  is  different. 
Wild  game  contains  five  times  more  polyunsatured  fat 
per  gram  of  total  fat  and  it  contains  long-chain 
polyunsatured  “omega-3”  fatty  acids  (such  as  eicosa- 
pentaenoic  acid,  ERA),  which  are  under  intense  current 
investigation  because  actions.  Because  of  its  lower  fat 
content,  meat  from  wild  animals  has  fewer  calories  and 
more  protein  per  unit  weight  than  does  domestic  beef; 
however,  its  cholesterol  content  is  essentially  identical. 

• Vegetable  Foods:While  many  domesticated  food 
plants  have  higher  ratios  of  starch  to  protein  than  do  their 
wild  forms,  the  inherent  nutritional  differences  between 


cultivated  and  uncultivated  varieties  are  much  less 
striking  than  are  those  between  game  and  supermarket 
meat.  However,  between  harvest  and  table,  sequential 
changes  commonly  increase  the  fat,  sodium,  sugar  and 
energy  (while  decreasing  the  potassium  and  fiber) 
associated  with  the  vegetables  and  fruits  we  actually 
consume. 

Daily  Nutrition  for  Early 
Homo  Sapiens  Sapiens 

• Energy:  Representative  nutrient  values  for  wild  game 
and  for  vegetable  foods  consumed  by  recent  hunter- 
gatherers  are  available;  these  values  can  be  used  to 
estimate  the  daily  nutrient  intake  for  paleolithic  humans. 
If  a daily  energy  intake  of  3000  kcal.  and  a 35%  meat, 
65%  vegetable  subsistence  pattern  are  assumed,  then  the 
total  weight  of  food  necessary  each  day  would  be  about 
2250  gms.  of  which  about  790  gms.  would  have  been 
provided  by  game  and  1460  gms.  by  wild  plant  foods. 
This  model,  which  is  described  in  more  detail  in  the 
original  publication,  has  been  used  to  reconstruct  the 
average  daily  intakes  for  paleolithic  humans  as  described 
below. 

• Fat:  Total  fat  intake  would  have  been  roughly 
70  gms.,  30  gms.  from  game  and  40  from  vegetables, 
fruits,  nuts  and  other  plant  sources.  Fat  from  wild  game  is 
about  30%  polyunsatured  adn  40%  saturated,  while  the 
fat  from  wild  plant  foods  is  about  40%  polyunsatured 
and  a bit  over  15%  saturated.  Accordingly,  the  overall 
ratio  of  polyunsatured  to  saturated  fatty  acids  in  the 
paleolithic  diet  would  have  been  about  1.4 

• Cholesterol:  Cholesterol  concentration  in  meat  from 
domesticated  and  wild  animals  is  about  equal,  so 
paleolithic  humans  would  have  consumed  over  590  mg. 
each  day. 

• Sodium  and  Potassium:  Assuming  meat  from  game  is 
similar  to  that  from  domesticated  animals  in  its  concen- 
tration of  sodium  and  potassium,  the  total  daily  intake  of 
sodium,  from  both  plant  and  animal  sources,  would  have 
been  about  690  mg.  and  the  potassium:  sodium 
ratio,  16:1. 

• Calcium:  The  plant  foods  consumed  each  day  would 
have  provided  1500  mg.  of  calcium  for  each  person  and 
meat  would  have  provided  an  additional  80  mg.  for  a 
grand  total  of  1580  mg. — without  any  dairy  foods! 

• Ascorbic  Acid:  Many  of  the  wild  vegetable  foods 
consumed  by  recent  huntergatherers  have  remarkably 
high  vitamin  C concentrations.  It  is  likely  that  paleolithic 
diets  would  have  provided  over  390  mg.  of  ascorbic  acid 
each  day. 

• Fiber:  Since  their  processing  techniques  were 
rudimentary,  the  large  volume  of  uncultivated  fruits  and 
vegetables  in  the  average  paleolithic  diet  would  have 
provided  about  45  gms.  of  nonnutrient  fiber  each 
day — far  more  than  does  the  typical  Western  diet. 

• Other  Nutrients:  The  high  meat  content  of  paleolithic 
diets  would  have  provided  ample  amounts  of  iron, 
vitamnin  B,2,  and  folate.  In  addition,  recent  hunter- 
gatherers  invariably  enjoy  a wide  variety  of  plant  foods  so 
that  other  micronutrient  needs  would  have  been  easily 
met  in  most  circumstances.  Geographically  localized 
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iodine  deficiency  is  the  likeliest  exception  to  this  generali- 
zation. 

Contrasts  Between  Paleolithic  and 
Contemporary  Nutrition 

In  today’s  Western  nations,  the  foods  we  eat  are 
normally  divided  into  four  basic  groups:  meat  and  fish, 
vegetables  and  fruit,  milk  and  milk  products,  and  breads 
and  cereals.  Stone  Age  humans,  however,  derived  nearly 
all  their  nutrients  from  just  the  first  two  of  these.  They 
seem  to  have  had  little  use  for  cereals — presumably 
because  fruits  and  vegetables  requiring  less  processing 
were  readily  available.  And,  because  they  had  no  domes- 
ticated animals,  they  had  no  dairy  foods  at  all  after 
wearing.  Despite  this,  the  high  intrinsic  calcium  content 
of  their  uncultivated  vegetable  foods  would  have 
provided  more  calcium  than  the  highest  current  estimate 
for  daily  need.  The  Cromagnons  and  Neanderthals  had 
massive  bones,  suggesting  that  their  calcium  intake  was 
at  least  adequate.  The  relatively  great  quantities  of  meat 
consumed  by  paleolithic  humans  provided  three  to  five 
times  the  dietary  protein  of  twentieth  century  Americans, 
but  also  necessitated  a cholesterol  load  similar  to  ours 
today,  much  above  contemporary  recommendations. 
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Figure  1 


Nutritional  Comparisons 

Late  Paleolithic 

Current  American 

Diet 

Diet 

Total  Dietary 

Energy  (%) 

Protein 

34 

12 

Carbohydrate 

45 

46 

Fat 

21 

42 

P:S  Ratio 

1.40 

0.45 

Cholesterol  (mg) 

590 

600 

Fiber  (gms) 

46 

20 

Sodium  (mg) 

690 

3000 

Calcium  (mg) 

1580 

740 

Ascorbic  Acid  (mg) 

390 

88 

Conclusion 

In  the  last  century,  life  expectancy  has  increased 
dramatically  and  acute  infectious  diseases  have  been 
replaced  by  chronic  degenerative  conditions  as  the  major 
causes  of  mortality.  The  extent  to  which  “affluent 
malnutrition”  underlies  the  major  chronic  illnesses  is 
controversial,  but  nutritionists  and  physicians  are  begin- 
ning to  define  a generally  preventive  diet,  one  of  benefit 
against  a spectrum  of  illnesses,  including  high  blood 
pressure,  heart  attack,  stroke  and  certain  important 
cancers.  Preventive  diets  of  this  sort  share  significant 
features  with  the  Stone  Age  nutritional  pattern.  The  diet 
of  our  remote  ancestors  may  come  to  be  regarded  as  a 
paradigm  for  modern  human  nutrition;  paleolithic 
dietary  principles  along  with  the  investigative  insights  of 
modern  nutritional  science  may  together  provide  an 
effective  defense  against  the  “diseases  of  civilization.” 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
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CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma; 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow-up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  obsen/ed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible). 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician’s  advice  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD.  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  m severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL.  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta  adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18  month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  anc 
gastrointestinal  disturbances  such  as  nausea  and  vomiting.  | 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  oi 
during  concomitant  use  of  corticosteroids  or  ACTH.  | 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo 
kalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassiurr 
supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  excep 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hyponatremia  may  occu 
in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  restriction,  rather  than  adminis 
tration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  sal 
depletion,  appropriate  replacement  is  the  therapy  of  choice,  , 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazidt 
therapy  | 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabete; 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration  | 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretii 
therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid  gland  witl 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonge< 
thiazide  therapy.  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis.  bon- 
resorption.  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  befor 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patien 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  suff  icier 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  in  cor 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  agamí' 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenii 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult  | 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed  essentia 
the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  an 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular  Bradycardia:  congestive  heart  failure,  intensification  of  AV  block;  hypotensioi 
paresthesia  of  hands,  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynauj 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomni 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visu 
disturbances;  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  f« 
time  and  place,  short-term  memory  loss,  emotional  lability;  slightly  clouded  sensorium.  ar 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  cons 
pation,  mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  ar^ 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory.  Bronchospasm 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impotence,  ar 
Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  ski 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  be<' 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipatio 
jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia. 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculit 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions 
Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restlessnei 
transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
therapy  withdrawn 

•The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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CLINICAL  CHARACTERISTICS  OF 
MYOCARDIAL  INFARCTION  FOLLOWING 
KAWASAKI  DISEASE. 

Nakano  H,  Saito  A,  Veda  K and  Nojima  K. 

J Pediatr  1986;  108:  198 


Los  autores,  de  la  División  de  Cardiología  Pediátrica 
del  Hospital  de  Niños  de  Shizuoka  en  Japón,  informan 
de  once  niños  con  infarto  de  miocardio  luego  de  la 
enfermedad  de  Kawasaki  (EK)  de  un  total  de  485  en  los 
cuales  se  confirmó  la  EK.  El  período  comprendido  fue  de 
5 años  (1979-1984). 

Había  siete  niños  y cuatro  niñas  con  edades  que 
fluctuaban  desde  los  tres  meses  a los  seis  años  de  edad.  La 
aparición  de  infarto  de  miocardio  fue  a los  nueve  días  del 
comienzo  de  la  enfermedad  en  el  caso  más  temprano  y a 
los  seis  meses  en  el  más  tardío,  excepto  en  tres  casos 
donde  apareció  más  tarde.  Los  síntomas  clínicos  signifi- 
cativos se  reconocieron  en  sólo  cinco  pacientes.  El  diag- 
nóstico se  confirmó  por  lo  siguiente:  patrón  electrocar- 
diográfico  típico  (10  de  1 1);  movimiento  paradójico  déla 
pared  ventricular  izquierda  por  ecocardiografía  bidimen- 
sional  (9  de  10);  enzimas  cardíacas  elevadas  (6  de  6), 
defecto  de  perfusión  por  escintigrama  con  Talio  201  y 
oclusión  o aneurisma  ventricular  en  todos.  De  estos  once 
pacientes  dos  fallecieron,  otros  dos  están  controlados  con 
digoxin  y los  restantes  están  asintomáticos. 

Como  el  infarto  de  miocardio  está  frecuentemente 
asociado  a una  dilatación  aneurismática  coronaria,  se 
recomienda  durante  el  curso  de  la  enfermedad  el 
seguimiento  electrocardiográfico  de  cerca,  tener  el 
equipo  de  resuscitación  a la  mano  y añadir  al  tratamiento 
agentes  antitrombóticos  en  aquellos  pacientes  de  alto 
riesgo. 

Se  encontró  que  el  infarto  agudo  ocurre  casi 
exclusivamente  en  aquellos  que  desarrollan  aneurismas 
coronarios  grandes  ( > 8mm)  en  una  etapa  temprana  de  la 
enfermedad  (6  meses).  El  tratamiento  agresivo  con 
aspirina  a dosis  altas  y gama  globulina  en  la  primera 
etapa  de  la  enfermedad  es  un  factor  importante  en  la 
prevención  de  aneurismas  y por  ende  del  infarto  agudo. 
En  aquellos  donde  pueda  demostrarse  ecocardio- 
gráficamente  una  dilatación  progresiva  de  una  arteria 
coronaria  durante  la  fase  aguda  se  recomienda  tra- 
tamiento anticoagulante  con  heparina.  Las  medidas  tera- 
péuticas usadas  en  el  tratamiento  del  infarto  en  el  adulto 


parecen  ser  efectivas  también  en  el  infante. 

La  muerte  súbita  puede  ocurrir  por  shock  cardiogénico 
o arritmias  cardíacas,  asociadas  la  mayoría  de  las  veces 
con  inflamación  del  sistema  de  conducción.  El  tra- 
tamiento quirúrgico,  creando  un  puente  aortocoronario 
está  indicado  en  pacientes  con  afectación  severa  de  la 
función  cardíaca  e infartos  de  miocardio  repetidos. 

Rafael  ViUavicemio,  M D.  FACC 


SEVERE  RSV  BRONCHIOLITIS  IN 
AN  IMMUNOCOMPROMISED  CHILD. 

Padman  R,  Bye  MR,  Shidlow  DV  and  Zgeri  N. 

Clinical  Pediatrics.  1985,  24:719 

El  virus  respiratorio  sincitial  es  la  causa  más  común  de 
bronquiolitis  en  infantes  y una  causa  significativa  de 
morbilidad  y mortalidad.  Bronquiolitis  inducida  por  el 
virus  respiratorio  sincitial,  conjuntamente  con  otros 
microorganismos  patógenos  ha  sido  descrita  en  niños 
mayores  y en  adultos  afectados  por  leucemia. 

Se  informa  un  niño  blanco  de  9 años  de  edad  con 
candidiasis  crónica  mucocutánea,  deficiencia  de  la  inmu- 
nidad celular,  enfermedad  de  Addison,  diabetes  mellitus 
e insuficiencia  pancreática  exocrina  que  desarrolló  una 
condición  respiratoria  severa  y necesitó  ventilación 
mecánica.  La  biopsia  abierta  de  pulmón  reveló  el  virus 
respiratorio  sincitial  como  único  patógeno.  Se  reco- 
mienda incluir  dicho  patógeno  en  el  diagnóstico  dife- 
rencial de  enfermedad  difusa  pulmonar  en  los  niños 
inmunocomprometidos. 

El  paciente  eventualmente  recuperó. 

José  Sifontes,  M D.  FAAP 

PENICILLIN  SENSITIVITY  SHOULD 
BE  TESTED. 

Buckley  J.  Convention  Insights.  36th.  Annual 
Meeting,  American  Academy  of  Pediatrics 
October  1985. 

Muchos  pacientes  son  clasificados  sensibles  (alérgicos) 
a la  penicilina,  cuando  realmente  no  lo  son.  En  dichos 
pacientes  una  prueba  provocadora  se  puede  hacer  por 
boca. 

Si  un  paciente  tiene  una  reacción  a la  penicilina,  no 
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necesariamente  tiene  que  ser  el  tipo  de  reacción  que 
conduce  a anafilaxis,  según  asegura  el  Dr.  Jerome 
Buckley,  Profesor  Asociado  de  Pediatría  de  la 
Universidad  de  Colorado. 

El  médico  puede  realizar  la  prueba  en  la  oficina  si  el 
historial  indica  que  la  misma  se  puede  hacer  en  forma 
segura.  En  algunos  pacientes  es  necesario  hacer  la  prueba 
cutánea  antes  de  la  prueba  oral. 

El  niño  debe  permanecer  en  la  oficina  por  las  tres  horas 
que  toma  la  prueba.  La  misma  comienza  administrando 
1 00  unidades  orales  y doblando  la  dosis  cada  1 5 minutos. 
Si  luego  de  tres  horas  no  hay  síntomas  ni  signos,  queda 
descartado  el  riesgo  de  reacción  anafiláctica.  La  prueba 
se  completa  en  la  casa  administrando  el  antimicrobiano 
en  dosis  terapéuticas  cuatro  veces  al  día  por  10  días. 

Añade  el  Dr.  Buckley  que  el  atópico  no  tiene  más 
probabilidades  de  ser  alérgico  a la  penicilina  que  el  que 
no  lo  es  y que  muchos  antibióticos  pueden  causar  una 
reacción  cutánea  en  ciertas  personas  la  cual  está 
determinada  por  una  secreción  no  específica  de 
histamina.  Este  tipo  de  reacción  debe  sospecharse  en  el 
paciente  que  luego  de  bañarse  siente  quemazón  en  la  piel 
o picor  en  la  boca  cuando  come  frutas  frescas. 

De  acuerdo  con  el  Dr.  Buckley,  a dichos  pacientes  se 
les  puede  dar  una  dosis  pequeña  de  un  antihistamínico 
media  hora  antes  del  antibiótico. 

José  Sifomes,  M D.  FAAP 


MYCOBACTERIUM  INFECTION  IN  A 
4 YEAR-OLD  CHILD 

Fraguso  MA  and  Murray  DL.  Clinical  Pediatrics 
24(5);  1985 

Las  infecciones  por  Mycobacterium  marinum  son 
raras  en  niños  pero  deben  ser  consideradas  en  los  que 
presenten  infecciones  crónicas  de  la  piel.  Se  describe  un 
niño  de  4 años  de  edad  con  dicha  condición.  Las  lesiones 
cutáneas  típicas  de  estos  casos,  tienen  el  aspecto  de 
verrugas.  Usualmente  hay  historial  de  trauma  menor  de 
la  piel  asociado  con  contacto  con  agua  fresca  de  piscinas 
o acuarios.  Mycobacterium  marinum  es  una  microbac- 
teria  atípica,  Runyon  group  1 . La  infección  es  más  común 
en  el  invierno.  No  se  ha  informado  envolvimiento 
pulmonar  y no  se  transmite  de  persona  a persona.  Otras 
manifestaciones  son  tenosinovitis,  osteomielitis,  bursitis 
y granuloma  laríngeo.  Al  examen  microscópico  las 
lesiones  presentan  cambios  granulomatosos  con  células 
epiteliales  gigantes.  El  microorganismo  se  cultiva  en  el 
medio  de  Lowenstein-Jensen.  Puede  haber  reacciones 
cruzadas  con  la  prueba  de  tuberculina. 

Esta  infección,  por  lo  general  mejora  espontáneamente 
sin  tratamiento,  al  cabo  de  varios  meses. 

Pedro  M.  Mayo!.  M D,  FAAP 

STRANGULATED  CONGENITAL 

DIAPHRAGMATICAL  HERNIA  IN  INFANTS 
Zamir  O,  et.  al.  Pediatrics  24(5);  1985. 

La  hernia  diafragmática  posterolateral  generalmente 
se  diagnostica  en  el  período  neonatal.  Presenta  dificultad 


respiratoria  severa  y compromiso  cardiovascular.  El 
comienzo  tardío  de  la  condición  con  encarcelación  y 
estrangulación  del  intestino  es  raro. 

Se  describen  dos  infantes  previamente  saludables  de  7 
y 12  meses  de  edad  con  dificultad  respiratoria  y sepsis 
severa.  Las  radiografías  de  tórax  eran  sugestivas  de 
enfermedad  inflamatoria  del  pulmón  izquierdo.  Durante 
la  operación,  se  encontró  tejido  intestinal  necrótico 
herniado  a través  de  la  hernia  diafragmática  congénita. 

Pedro  M.  Mayo!,  MD.  FAAP 


RESPONSE  OF  PATIENTS  WITH  MILD  AND 
MODERATE  HEMOPHILA  A AND 
VON  WILLEBRAND’S  DISEASE  TO 
TREATMENT  WITH  DESMOPRESSIN. 

De  la  Fuente,  B,  Kusper  C,  et.  al.  Ann  Intern  Med 
1985;  103:  6-14 


En  este  estudio  colaborativo  se  prueba  la  utilidad 
clínica  de  desmopressin  (D.D.A.V.P.)  en  el  control  de 
sangramiento  agudo  y en  la  profilaxis  de  pacientes  con 
hemofilia  A o con  el  mal  de  Von  Willebrand.  El 
D.D.A.V.P.  es  un  análogo  sintético  de  la  vasopresina,  el 
cual  se  ha  demostrado  que  al  administrarse  a pacientes 
con  las  coagulopatías  arriba  mencionadas  produce  una 
elevación  de  los  niveles  del  factor  VlII-Von  Willebrand. 
Este  hecho  ha  sido  reportado  anteriormente  junto  a la 
sugerencia  de  su  posible  utilidad  clínica.  Es  en  este 
trabajo  donde  por  primera  vez  se  demuestra  una  aplica- 
ción práctica  al  efecto  de  el  D.D.A.V.P.  sobre  el  factor 
VIH.  Los  autores  reportan  su  experiencia  con  68 
pacientes  con  coagulopatías  leves  a moderadas  asociadas 
a problemas  de  factor  VlII-Von  Willebrand,  en  los  cuales 
se  utiliza  D.D.A.V.P.  para  el  control  de  sangramiento  o 
prevención  previa  a cirugía.  La  población  estudiada  se 
subdividió  en: 

a)  40  pacientes  hemofílicos. 

b)  21  pacientes  con  el  mal  de  Von  Willebrand. 

c)  2 pacientes  hemofílicos  con  anticuerpos  contra 
Factor  VIH. 

d)  5 portadores  de  hemofilia  con  tendencias 
hemorrágicas. 

El  uso  de  D.D.A.V.P.  fue  exitoso  en  55  de  68  episodios 
de  sangría  o cirugía  en  la  población  arriba  expuesta.  Los 
efectos  secundarios  de  el  uso  intravenoso  de  D.D.A.V.P. 
fueron  mínimos. 

Este  estudio  demuestra  que  el  uso  intravenoso  de 
desmopressin  es  una  alternativa  efectiva  y de  riesgos 
mínimos  para  la  prevención  o control  de  sangramiento  en 
pacientes  de  hemofilia  A o con  el  mal  de  Von  Willebrand 
donde  la  coagulopatía  sea  leve  o moderada.  Cuando  esta 
población  de  pacientes  necesita  crioprecipitado  o 
concentrado  de  factor  VIH  se  arriesga  a contraer 
hepatitis  y otras  enfermedades  incluyendo  SIDA 
(AIDS).  Por  lo  tanto  el  manejar  sus  sangramientos  con 
un  mínimo  de  componentes  sanguíneos  representa  una 
ventaja  adicional  al  uso  de  D.D.A.V.P. 

José  A . Lo:ada  Román.  MD.  FACP 
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THROMBOCYTOPENIC  PURPURA 
IN  NARCOTICS  ADDICTS. 

Savona  S,  Nardi  MA,  et.  al:  Ann  Intern  Med  1985; 

102:737-741 

Este  estudio  viene  del  hospital  Bellevue  de  la  ciudad  de 
Nueva  York.  En  esa  institución  se  ve  un  alto  número  de 
adictos  a heroína  y cocaína.  Desde  noviembre  de  1982  los 
autores  han  observado  un  nuevo  hecho:  la  asociación  de 
púrpura  trombocitopénica  crónica  con  la  adicción  a 
narcóticos  en  70  pacientes.  Este  grupo  de  pacientes  es 
indistinguible  de  aquéllos  con  trombocitopenia 
autoinmune  clásica  en  lo  que  respecta  a respuesta  a 
tratamiento  con  prednisona  o con  esplenectomía.  La 
razón  de  hembras  a varones  fue  de  1:3.  Otras  causas  de 
trombocitopenia  en  adictos  a drogas  como  hepatitis 
crónica  activa,  hiperesplenismo  y SIDA  (AIDS)  fueron 
excluidas. 

En  estos  pacientes  se  llevaron  a cabo  estudios  de 
inmunoglobulinas  y complemento  de  las  plaquetas,  re- 
actividad antiplaquetaria  del  suero,  complejos  inmuno- 
lógicos  del  suero  y niveles  de  anticuerpos  contra  el  retro- 
virus  asociado  a SIDA  (AIDS). 

Se  encontró  un  patrón  inmunológico  diferente  al  visto 
en  trombocitopenia  autoinmune  clásica  (ITP).  También 
los  hallazgos  en  estos  pacientes  adictos  a drogas  fueron 
diferentes  a los  que  se  observaron  en  los  varones  homo- 
sexuales con  SIDA. 

Es  importante  señalar  que  en  ambos  grupos:  SIDA  con 
trombocitopenia  y adictos  con  trombocitopenia  la 
incidencia  de  anticuerpos  contra  el  virus  asociado  a 
SIDA  es  87%. 

Postulan  los  autores  que  la  trombocitopenia  de  adicto 
a drogas  es  un  proceso  inmunológico  diferente  que 
comparte  con  ITP  la  presencia  de  anticuerpos  contra  las 
plaquetas  del  tipo  7S  IgG  y comparte  con  SIDA  la 
presencia  de  complejos  inmunes  no  específicos  en  las 
plaquetas.  El  virus  de  SIDA  (AIDS)  tan  común  en 
adictos  a drogas  pudiera  tener  un  rol  etiológico  en  este 
tipo  de  trombocitopenia. 

José  A.  Luzacla  Román,  MD.  FACP 


DAILY  VS  ALTERNATE  DAY  PREDNISONE 
THERAPY  FOR  STAGE  II  SARCOIDOSIS. 
Spratling  L,  Tenholder  MF,  Underwood  GH. 

Chest  1985;  88:687 

La  terapia  con  glucocorticoides  en  Sarcoidosis  siempre 
ha  sido  fuente  de  controversia.  Sin  embargo,  la  idea 
prevaleciente  en  los  últimos  años  es  que  aunque  no  altere 
significativamente  el  proceso  granulomatoso,  sí  tiene  un 
efecto  beneficioso  a corto  plazo.  La  mayoría  de  los 
autores  usan  la  terapia  diaria  aunque  otros  han  obtenido 
buenos  resultados  con  la  terapia  en  días  alternos;  ambas 
prácticas  son  aceptadas  en  el  presente  pero  la  ventaja 
definitiva  que  la  terapia  alterna  tiene  sobre  la  terapia 
diaria,  es  que  causa  menos  efectos  nocivos  sobre  el  eje 
hipotálamo-pituitario-adrenal.  Es  menester,  por  lo  tan- 
to, probar  que  los  esteroides  en  días  alternos  tienen  el 
mismo  efecto  sobre  la  Sarcoidosis  que  los  esteroides 


diarios.  Si  el  efecto  es  el  mismo,  es  siempre  preferible  u.sar 
la  dosis  de  días  alternos.  Los  autores  compararon  dos 
protocolos  de  tratamiento,  el  diario  y el  alterno  de  una 
manera  prospectiva  para  comparar  la  eficacia  tera- 
péutica de  los  esteroides.  Sólo  escogieron  pacientes  en 
Estadio  II  con  funciones  pulmonares  anormales.  Se  asig- 
naron los  pacientes  recien  diagnosticados  a uno  de  dos 
grupos: 

Grupo  1.  Terapia  diaria  con  prednisona  a base  de 

0.6mg/kg  por  tres  meses.  Prednisona  0.3mg/kg  por  tres 
meses 

Grupo  11.  Terapia  alterna  en  dosis  de  prednisona 
L2mg/kg  por  tres  meses.  Prednisona  0.6mg;  kg  por  tres 
meses. 

Los  autores  hicieron  unos  estudios  básicos  en  cada 
paciente:  radiografía  de  tórax  (PA  y lateral), 
espirometría,  volúmenes  totales  y difusión. 

Los  criterios  de  selección  de  pacientes  fueron: 

1.  Cuadro  clínico  compatible  con  Sarcoidosis 

2.  Histología  compatible  con  Sarcoidosis  obtenida  de 
nódulos  linfáticos,  de  parénquima  y/ o transbron- 
quial 

3.  Hallazgos  radiográficos  compatibles  con  Estadio  11 
(adenopatías  hilares  e infiltraciones  pulmonares) 

4.  Alteración  a las  funciones  pulmonares  (TLC  y/ o 
DLCO  <80%) 

Se  excluyeron: 

1.  Otras  enfermedades  pulmonares  en  adición  a 
Sarcoidosis 

2.  Historial  de  más  de  10  años  paquete  de  fumar  ciga- 
rrillos 

3.  Embarazo 

4.  Tratamiento  previo  con  esteroides  sistémicos 

Los  autores  le  dieron  una  puntuación  numérica  del  0 al 
3 a los  hallazgos  radiográficos  de  adenopatías  y de  infil- 
tración intersticial  de  tal  modo  que  al  ser  interpretada  la 
radiografía  por  dos  radiólogos  y dos  neumólogos,  de  una 
manera  independiente,  el  valor  asignado  al  hallazgo 
radiográfico  pudiese  usarse  para  tabular  los  resultados  de 
la  terapia. 

Cuarenta  y cuatro  pacientes  fueron  incluidos  en  el 
estudio  que  variaban  en  edad,  desde  28  a 56  años. 
Veintitrés  pacientes  estaban  en  terapia  diaria  y 21  en 
terapia  alterna.  Hubo  18  pacientes  con  lesiones  extra- 
pulmonares y todas  desaparecieron  con  el  tratamiento. 

Hubo  mejoría  en  los  valores  de  FVC,  FEVl,  TLC  y 
DLCO  en  todos  los  pacientes  desde  el  comienzo  hasta  los 
seis  meses.  'El  valor  promedio  de  FRC  no  mejoró 
significativamente  en  ningún  caso.  No  hubo  diferencias 
en  la  mayoría  de  funciones  pulmonares  entre  ambos 
grupos.  Hubo  mejoría  significativa  en  las  adenopatías  y 
en  las  infiltraciones  intersticiales,  tanto  desde  el  co- 
mienzo hasta  los  tres  meses  como  de  tres  a seis  meses. 

Los  resultados  indicaron  que  ambos  grupos  de 
pacientes  mejoran  funcional  y radiográficamente.  No  se 
usó  un  grupo  de  control  porque  los  pacientes  incluidos 
eran  aquéllos  en  que  usualmente  se  usan  esteroides  como 
parte  del  tratamiento  y los  autores  no  consideran  ético 
usar  un  grupo  de  control.  Los  autores  son  de  la  creencia 
que  los  efectos  secundarios  fueron  menores  en  el  grupo 
con  terapia  alterna.  Hubo  una  muerte  que  fue  debida  a 
arritmia  cardíaca  y no  al  tratamiento. 
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Los  autores  concluyen  que  tres  meses  de  tratamiento 
diario  o alterno,  es  suficiente  para  ver  una  respuesta 
terapéutica  a los  esteroides.  Ellos  no  continuaron  el 
tratamiento  en  ningún  paciente  más  allá  de  12  meses  por 
lo  cual  no  pueden  concluir  por  cuanto  tiempo  es 
necesario  mantener  los  esteroides  para  sostener  la 
remisión. 

Este  estudio,  muy  bien  estructurado,  confirma  los 
hechos  que  muchos  médicos  todavía  no  tienen  claro:  1- 
Que  los  esteroides  son  una  alternativa  viable  en  el 
tratamiento  de  Sarcoidosis  Estadio  II.  2-  Que  pueden 
usarse  en  días  alternos  con  igual  éxito  que  diariamente. 
Las  dosis  usadas  por  ellos  fueron  bien  altas  pero  hay 
otros  estudios  donde  se  han  conseguido  igual  resultados 
con  dosis  menores  de  prednisona  o metil  prednisolona. 

Al  presente  estamos  personalmente  evaluando  el  uso 
de  los  esteroides  dos  veces  en  semana  en  lugar  de 
diariamente  o en  días  alternos  y tenemos  una  serie  de 
pacientes  cuyos  resultados  han  sido  comparables.  Con 
esta  nueva  metodología  las  ventajas  de  usarse  los 
esteroides  dos  veces  a la  semana  son  obvias  y por  eso  las 
estamos  usando  rutinariamente  en  nuestros  pacientes 
con  Estadio  11. 

Ramón  E.  Figueroa  Lebrón,  MD,  FCCP 


ALCOHOLIC  POLYNEUROPATHY. 
Shields,  R Jr.  Muscle  and  Nerve  1985;  8:183-187 


Alcoholic  polyneuropathy  is  one  of  the  most  common 
forms  of  generalized  polyneuropathy.  This  article 
presents  a case  report  with  characteristic  clinical  and 
electrodiagnostic  features  of  this  disease.  It  is  invariably 
associated  with  chronic  alcoholism  and  experimental 
studies  indicate  that  its  main  cause  is  the  nutritional 
deficiency  caused  by  alcoholism  and  not  to  direct  toxicity 
of  alcohol  on  the  nerve.  Clinically  the  patients  present 
weakness,  paresthesias,  and  pain  in  their  distal  lower 
extremities.  Pain  may  be  manifested  by  a burning 
sensation  under  their  feet.  These  symptoms  frequently 
may  be  preceded  by  sudden  weight  loss.  Physical  findings 
include  distal  sensory  deficit,  as  well  as  absence  of  deep 
tendon  reflexes  of  the  lower  extremity  with  atrophy  and 
weakness  distally  in  both  upper  and  lower  extremities. 
Nerve  conduction  velocities  and  electromyographic 
studies  have  findings  which  are  compatible  with  a dege- 
nerative axonal  sensorimotor  polyneuropathy.  These 
findings  are  not  specific  for  alcoholic  polyneuropathy  but 
are  consistent  with  it.  Pathologically,  the  axonal  dege- 
neration is  followed  by  a segmental  demyenlinization. 
Treatment  is  focused  on  restoring  the  patient’s  nutri- 
tional status,  as  well  as  on  rehabilitation  of  the  alcoholic 
patient,  and  thus  preventing  further  progression  of  the 
disease.  However,  very  little  clinical  improvement  has 
occurred  despite  improvement  of  patient’s  nutritional 
status. 

Anna  F.  Cintrón.  MD 


IS  THERE  INSTABILITY  IN 
SPONDYLOLISTHESIS?  Pearcy  M 
Spine  1985;  10  (2)  175-177 


Se  utilizó  la  radiografía  biplanar  para  investigar  los 
movimientos  intervertebrales  en  3 dimensiones.  Se 
estudió  en  un  grupo  de  pacientes  con  espondilolistesis 
sintomática  comparándolos  a un  grupo  normal  de 
sujetos.  Se  examinaron  los  movimientos  de  flexión,  y a 
través  de  análisis  tridimensional  se  estudiaron  los 
movimientos  de  translación  intervertebral  así  como  otros 
movimientos  acoplados  laterales  y de  rotación  axial.  Los 
resultados  demostraron  que  la  espondiololistesis 
sintomática  ocasiona  movimientos  restringidos  a todos 
los  niveles  de  la  espina  lumbar  y en  movimientos 
acoplados  en  los  niveles  altos.  El  autor  ve  posible  estos 
movimientos  restringidos  al  efecto  de  espasmos  muscu- 
lares. La  patología  no  produce  inestabilidad  al  nivel  de  la 
espondilolistesis  en  estos  pacientes. 

Mabel  Cabán,  MD 


ENTRAMPAMIENTO  DEL  NERVIO  ULNAR 
EN  EL  CODO. 

Hirsh  LF,  Thanki  A.  Post  Grad  Med  1985; 
77:  211-215 


El  entrampamiento  del  nervio  ulnar  a nivel  del  codo  es 
una  de  múltiples  causas  que  pueden  ocasionar  problemas 
de  dolor,  adormecimiento  y debilidad  de  la  mano.  Es 
importante  que  todo  médico  primario  se  familiarize  con 
los  signos  y síntomas  que  se  presentan  en  este  cuadro 
clínico  y con  los  métodos  diagnósticos  adecuados.  Entre 
estos  métodos  es  de  particular  importancia  las  pruebas 
electrodiagnósticas,  como  la  electromiografía  y conduc- 
ciones nerviosas. 

Este  artículo  nos  da  brevemente  la  manera  de  diagnos- 
ticar y tratar  el  entrampamiento  del  nervio  ulnar  en  el 
codo  así  como  la  etiología  y diagnósticos  diferenciales  a 
tomarse  en  consideración. 

Luis  Cereña,  MD 
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Un  servicio  de  facturación 
y cobros  confiable  y efectivo 
que  se  paga  por  sí  solo 


Seivicíos  de  Facturación 
y Cobro  especialmente 
diseñado  para  atender  sus 
NECESIDADES 

Senricios  Profesionales  a 
costos  bien  razonables 

MAS  DE  100  clientes 
satisfechos  pueden 
certificar  la  calidad  y 
efectividad  de  estos 
senricios 

¡Ahora  con  Servicios  de 
Facturación  y Cobro  por 
medios  electrónicos  a 
Medicare-Parte  B! 

Un  servicio  que  acelera 
en  50%  el  pago  de  las 
reclamaciones. 

Senricios  disponibles 
a hospitales,  médicos, 
dentistas,  farmacias  y 
laboratorios  clínicos 


He  aquí  la  opinión  de  varios  distinguidos  profe- 
sionales médicos: 

'los  servicios  de  Health  Plans  han  aumentado  la 
eficiencia  de  mi  oficina  y no  tengo  que  preocu- 
parme por  mantenerme  al  día  con  mis  cuentas 
por  cobrar." 

Dr.  Germán  Lósala 
Patólogo,  Santurce,  P.R. 

"He  utilizado  los  servicios  de  Health  Plans  desde 


1982.  Es  un  sistema  profesional  y completo  que  me 
ofrece  la  oportunidad  de  dedicar  más  tiempo  a mi 
práctica  y mi  familia," 

Dr.BrniJamfn  Betancourt 

Cardiólogo.  Santurce,  P.R. 

"Con  Health  Plans  mis  cuentas  por  cobrar  se  man- 
tienen al  día  y mis  recursos  financieros  se  han 
estabilizado." 

Dr.  José  Vargas  Cordero 

Ginecólogo,  Caguas,  P.R 

Oficina  Central: 

Calle  Padre  las  Casas  #13,  Urb.  El  Vedado, 

Hoto  Rey,  P.R.  00918/Teléfonos:  758-3482Ó  751-8286 
Oficina  Regional  Ponce: 

Coliseo  Shopping  Center,  Suite  209, 

Ponce,  P.R.  00731  / Teléfono:  844-0375 
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ACTIVOS 


Gabán  Pacheco,  Carlos  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981,  Psiquiatría.  Ejerce  en 
Bayamón. 

Castellón  Albelo,  Radamés,  MD  - Escuela  de  Medicina 
Universidad  Complutense  Madrid,  España,  1980, 
Medicina  General.  Ejerce  en  Santurce. 

Cordero  Jiménez,  Héctor  M.  MD  - Escuela  de  Medicina 
Universidad  de  Zaragoza,  España,  1976,  Urología. 
Ejerce  en  Ponce. 

Cruz  Correa,  Jesús,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este  República  Dominicana 
Obstetricia  y Ginecología.  Ejerce  en  Ponce. 

Cruz  Rodríguez,  Humberto,  MD  - Escuela  de  Medicina 
Santiago  de  Compostela,  España,  1972,  Pediatría  y 
Neonatología.  Ejerce  en  Arecibo. 

De  Orduña  de  Casenave,  Carlos  L.  MD  - Escuela  de 
Medicina  Universidad  Central  del  Caribe,  Cayey,  1981, 
Medicina  General.  Ejerce  en  Bayamón. 

Díaz  del  Campo,  Santiago  E,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1977, 
Obstetricia  y Ginecología.  Ejerce  en  Carolina. 

García  García,  José  M.,  MD  - Escuela  de  Medicina 
Universidad  de  Sevilla,  España,  1976,  Cirugía  General. 
Ejerce  en  Carolina. 

Gómez  Velázquez,  José  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Sevilla,  España,  1974,  Cirugía  General. 
Ejerce  en  Humacao. 

Joglar  Cacho,  Edgardo  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1978,  Ortopedia.  Ejerce  en 
Hato  Rey. 

Mangual  Vázquez,  Theresa  Y.,  MD  -Escuela  de 
Medicina  Universidad  de  Puerto  Rico,  1981,  Obstetricia 
y Ginecología.  Ejerce  en  Hato  Rey. 

Martínez  Colón,  Jorge  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Zaragoza,  España,  1976,  Obstetricia  y 
Ginecología.  Ejerce  en  Ponce. 

Medina  Santos,  Robustino,  MD  - Escuela  de  Medicina 
Universidad  de  Sevilla,  España,  1974,  Medicina  General. 
Ejerce  en  Bayamón. 

Meléndez  Bonilla,  Jorge  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1970,  Gastroenterología. 
Ejerce  en  Hato  Rey. 


Méndez  Méndez,  Domingo,  MD  - Escuela  la  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  1972, 
Pediatría.  Ejerce  en  Manatí. 

Nazario  Blás,  Rodolfo  A.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este  República  Dominicana, 
1977,  Medicina  de  Emergencia.  Ejerce  en  Mayagüez. 

Nieves  Torres,  Jesús  M,,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1976,  Psiquiatría.  Ejerce  en 
Aguadilla. 

Ramírez  González,  Carlos  E.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981,  Obstetricia  y 
Ginecología.  Ejerce  en  Río  Piedras. 

Reyes  de  Sostre,  María  M.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1980,  Medicina 
Interna.  Ejerce  en  Río  Piedras. 

Rivera  Bonilla,  Fernando  J.,  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1969,  Medicina 
Interna.  Ejerce  en  San  Germán. 

Rodríguez  Vélez,  Carlos,  MD  - Escuela  de  Medicina 
Facultad  Médica  Cádiz,  España,  1977,  Medicina  y 
Cirugía  General.  Ejerce  en  Hato  Rey. 

Sánchez  Llavona,  Vivian  M.,  MD  - Escuela  de  Medicina 
Universidad  Madre  y Maestra  República  Dominicana, 
1980,  Medicina  General.  Ejerce  en  Santurce. 

Serra  López-Cepero,  Héctor  E.,  MD  - Escuela  de 
Medicina  Universidad  de  Valladolid,  España,  1964, 
Medicina  de  Familia.  Ejerce  en  Ponce. 

Suárez  Torres,  Humberto  MD  - Escuela  de  Medicina 
San  Juan  Bautista,  Bayamón,  1981,  Cirugía.  Ejerce  en 
Arecibo. 

Vázquez  Riquelme,  Confesor  MD  - Escuela  de  Medicina 
Universidad  Central  de  Madrid,  España,  I960,  Pediatría. 
Ejerce  en  Fajardo. 

Vélez  Torres,  Rafael  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1980,  Dermatología  y 
Pediatría.  Ejerce  en  San  Germán. 

ACTIVO  NO  RESIDENTE 

Guardarramos,  Gabriel  R.,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1975, 
Medicina  de  Familia.  Ejerce  en  New  York. 

AFILIADO 

Romero  del  Valle,  Arlene,  MD  - Escuela  de  Medicina 
San  Juan  Bautista,  Bayamón,  1980,  Pediatría.  Ejerce  en 
Bayamón. 
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INTERNOS-RESIDENTES 

Laureano  Cuadrado,  Angel  Feo.,  MD  - Escuela  de 
Medicina  Universidad  de  Puerto  Rico,  1985,  Medicina 
General.  Río  Piedras. 

Santiago  Alvarez,  José  A.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  Obstetricia  y 
Ginecología.  Ponce. 

Valcárcel  Báez,  Harry  MD  - Escuela  de  Medicina  San 
Juan  Bautista,  Bayamón,  Psiquiatría,  San  Juan. 

REINGRESOS 

Alberty  Figueroa,  Edgardo  MD  - Escuela  de  Medicina 
Universidad  de  Granada,  España,  1971,  Pediatría.  Ejerce 
en  Santurce. 

Cardona  Santos,  Nelson  MD  - Escuela  de  Medicina 
Universidad  Central  de  Madrid,  España,  1959, 
Oftalmología.  Ejerce  en  Manatí. 

Dietrich  Ormachea,  René  MD  - Escuela  de  Medicina 
Universidad  Mayor  San  Andrés,  Bolivia,  1966, 
Radiología  y Medicina  Nuclear.  Ejerce  en  Bayamón. 

Figueroa  Otero,  Iván  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1970,  Cirugía  Pediátrica. 
Ejerce  en  Hato  Rey. 

López  Flores,  Buenaventura  MD  - Escuela  de  Medicina 
Universidad  Central  de  Madrid,  España,  1964, 
Psiquiatría.  Ejerce  en  Bayamón. 

Menéndez  Cordovés,  Ferdinand  MD  - Universidad  de 
Barcelona,  España,  1968,  Otorrinolaringología.  Ejerce 
en  Bayamón. 

Padró  Yumet,  Rafael  MD  - Escuela  de  Medicina 
Universidad  de  Salamanca,  España,  1956,  Psiquiatría. 
Ejerce  en  Puerto  Nuevo. 

Pérez  Hernández,  José  A.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1974,  Cardiología.  Ejerce  en 
Mayagüez. 

Proaño  Galindo,  César  H.,  MD  - Escuela  de  Medicina  de 
la  Universidad  Nacional  Autónoma,  México,  1971, 
Medicina  Interna.  Ejerce  en  Hato  Rey. 

Soler  Zapata,  Antonio  H.,  MD  - Escuela  de  Medicina 
Universidad  de  Montpelier,  Francia,  1954,  Medicina 
General.  Ejerce  en  Isabela. 


A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783)  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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HEART  PATIENTS  WHO  QUIT  SMOKING 
LIVE  LONGER:  MULTICENTER  STUDY 

Patients  with  coronary  artery  disease  who  refuse  to 
quit  smoking  are  almost  twice  as  likely  to  die  from  heart 
attacks  than  patients  who  quit,  according  to  results  of  a 
large-scale  multicenter  study  published  in  JAMA. 

Ronald  E.  Vlietestra,  MB,  ChB,  and  colleagues,  of  the 
University  of  Washington,  Seattle,  evaluated  smoking 
behavior  and  survival  of  4,165  patients  registered  with 
the  Coronary  Artery  Surgery  Study.  Of  this  group,  2,675 
continued  to  smoke  and  1,490  quit;  each  had  been 
diagnosed  at  one  of  15  clinical  research  sites  as  having 
coronary  artery  disease. 

At  five  years,  survival  for  quitters  was  85  percent,  but 
only  78  percent  for  those  who  continued  to  smoke,  the 
researchers  report,  noting  a relative  mortality  risk  for 
continuers  vs.  quitters  of  1.55.  “The  survival  benefit 
appears  to  be  almost  entirely  due  to  lower  rates  of 
myocardial  infarction  requiring  hospitalization  and 
myocardial  infarction-related  death;  the  rates  for  each  of 
these  events  were  nearly  halved  in  those  who  quit 
smoking,  ” they  observe. 

“Survival  appears  to  have  improved  in  patients  at  all 
levels  of  mortality  risk  and  irrespective  of  whether 
medical  or  surgical  treatment  was  used,”  the  researchers 
say.  In  fact,  the  85  percent  rate  for  quitters  approached 
the  87  percent  survival  rate  seen  in  nonsmokers.  This 
reduction  in  mortality,  attributed  to  quitting,  is  similar  in 
magnitude  to  that  associated  with  beta  blocker  use  and 
coronary  artery  bypass  surgery  in  some  patients. 
Cigarette  smoking  may  not  be  related  to  the 
atherosclerotic  process  itself,  they  suggest,  but  may 
induce  myocardial  infarction  through  coronary  spasm 
platelet  aggregation  and  thrombosis,  or  a decrease  in 
coronary  vessel  or  collateral  reserve. 

Although  similar  results  have  been  shown  by  earlier, 
smaller  studies,  many  heart  patients  continue  to  smoke, 
the  researchers  observe.  In  this  study  of  4,701  smokers, 
2,675  (57  percent)  did  not  give  up  the  habit.  “The  findings 
strongly  endorse  the  clinical  recommendation  that 
patients  with  coronary  artery  disease  should  cease 
smoking  permanently,  ” they  say,  adding:  “They  also 
suggest  that  current  methods  of  achieving  this  goal  are 
inadequate.” 

JAMA  February  28,  1986 


MOST  “FIBROCYSTIC  CONDITIONS” 
NOT  PRECANCEROUS  BREAST  DISEASE 


Most  fibrocystic  conditions  do  not  represent 
precancerous  breast  disease,  according  to  a special  report 
released  in  the  March  Archives  of  Pathology  and 
Laboratory  Medicine. 

The  report  presents  results  of  a consensus  meeting 
convened  by  the  College  of  American  Pathologists  and 
funded  by  the  American  Cancer  Society.  Meeting 
participants  included  nationally  recognized  pathologists, 
oncologists,  surgeons  and  gynecologists. 

“This  meeting  was  the  result  of  a series  of  events  that 
began  with  complaints  made  by  women  throughout  the 
country,”  the  report  states.  “They  individually  contacted 
the  American  Cancer  Society  because  of  frustration  and 
consternation  after  being  told  that  continuation  of  their 
health  insurance  was  in  jeopardy  or  that  their  premiums 
would  be  rated  higher  because  of  a diagnosis  of 
‘fibrocystic  disease.’  ” The  condition  affects  some  50 
percent  to  80  percent  of  U.S.  women. 

Among  consensus  conclusions:  “Fibrocystic  desease” 
is  no  longer  an  acceptable  term  because  of  lack  of 
specificity.  If  the  diagnosis  is  used  at  all,  or  when  the 
preferred  terms  “fibrocystic  changes”  or  “fibrocystic 
condition”  are  used,  the  component  elements  should  be 
specified. 

The  report  then  list  and  assigns  relative  risks  to  more 
than  a dozen  specific  diagnoses.  Among  conditions  with 
no  increased  relative  risk  for  invasive  breast  cancer: 
Adenosis;  apocrine  metaplasia;  macro  or  micro  cysts; 
duch  ectasia;  fibroadenoma;  fibrosis;  mild  hyperplasia; 
mastitis;  periductal  mastitis;  and  squamous  metaplasia. 

Among  diagnoses  with  a slightly  increased  risk  for 
invasive  breast  cancer  of  one-and-one-half  to  two  times 
that  of  comparable  women  who  have  had  no  breast 
biopsy:  Hyperplasia,  moderate  or  florid,  solid  or 
papillary;  and  papilloma  with  fibrovascular  core. 

Diagnoses  with  a moderately  increased  risk,  up  to  five 
times  that  of  women  who  have  had  no  breast  biopsy  are: 
atypical  hyperplasia  (borderline  lesion),  either  ductal  or 
lobular. 

Commenting,  the  report  points  out  that  the  consensus 
statement  is  limited  to  “only  those  risk  factors  derived 
from  the  pathologic  examination  of  benign  breast 
tissue.”  The  indications  for  breast  biopsy  were  not 
discussed  by  participants,  the  report  adds.  Nothing  in  the 
report  suggest  that  a clinical  diagnosis  of  fibrocystic 
change  must  be  followed  by  a biopsy  to  assess  the  risk  for 
invasive  cancer,  in  the  absence  of  a usual  indication  for 
biopsy. 

Moderator  of  the  consensus  meeting  was  Robert  V.P. 
Hutter,  MD,  who  chairs  the  cancer  committee  of  the 
College  of  American  Pathologists  and  is  associated  with 
St.  Barnabas  Medical  Center  in  Livingston,  N.J. 
Participants  included  representatives  from  the  American 
Cancer  Society,  National  Cancer  Institute,  American 
College  of  Obstetricians  and  Gynecologists,  Society  of 
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Plastic  and  Reconstructive  Surgeons,  Department  of 
Health  and  Welfare  of  Canada,  American  College  of 
Surgeons,  and  more  than  20  university  medical  schools 
and  teaching  clinics  and  hospitals. 


RESIDENCY  TRAINING 
TAKES  EMOTIONAL  TOLL 


Nearly  one  percent  of  all  residents  in  internal  medicine 
required  a leave  of  absence  because  of  emotional 
problems.  Furthermore,  10  percent  of  that  number  drop 
out  of  medicine  completely  and  2 percent  commit  suicide, 
according  to  a review  of  residency  programs  from  1979 
through  1984.  The  survey  findings  appear  in  JAMA. 

“In  the  past  five  years,  internal  medicine  lost  47 
physicians  to  other  careers  and  eight  committed  suicide,” 
report  Jay  W.  Smith,  MD,  and  colleagues,  of  the 
University  of  Arizona,  Tucson.  “Although  this  represents 
a small  percentage  of  internal  medicine  house  staff...  it 
represents  resources  lost  from,  one-half  to  two-thirds  of 
an  average  medical  school  graduating  class.”  The 
researchers  base  their  findings  on  results  of  a survey  sent 
in  1984  to  436  directors  of  internal  medicine  residency 
programs;  63  percent  of  the  surveys  were  returned.  An 
impaired  resident  was  defined  as  one  who  had  emotional 
problems  and  required  a leave  of  absence  from  the 
training  program. 

The  overall  incidence  of  impairment  was  0.9  percent, 
with  the  highest  incidence  among  first-year  interns  (1.4 
percent)  and  the  least  during  the  third  year  of  residency 
training  (0.4  percent).  No  residents  required  leave  during 
the  last  year  of  training.  Emotional  impairment  requiring 
leave  was  twice  as  common  among  female  residents  as  in. 
males. 

Most  impaired  residents  recovered  and  apparently  did 
well;  79  percent  continued  in  medicine;  42  percent 
finished  their  original  programs;  27  percent  continued  in 
another  medical  field;  and  10  percent  continued  internal 
medicine  training  in  another  residency  program. 
“However,  10  percent  completely  dropped  out  of 
medicine  and  2 percent  had  a successful  suicide;  an 
additional  3 percent  attempted  suicide  unsuccessfully,” 
the  researchers  say.  The  outcome  for  the  ramaining  6 
percent  is  not  known. 

Emotional  problems  were  recognized  in  the  majority 
of  impaired  residents  before  they  left  training,  although 
45  percent  of  residency  program  directors  thought 
impairment  was  related  to  residents’  obligations  outside 
the  training  program;  only  31  percent  thought  it  was 
related  to  the  work  load  within  the  program. 

“Some  educators  believe  that  the  residency  program 
should  be  viewed  as  a stress  test  before  practice,”  the 
researchers  observe.  “Those  who  consider  the  internship 
experience  as  hazing  have  been  countered  by  those  saying 
that  some  hazing  is  definitely  worthwhile.” 

Commenting  editorially,  Barry  Blackwell,  MD,  of  the 
University  of  Wisconsin  Medical  School,  Milwaukee, 
suggests  two  methods  for  reducing  stress  during  graduate 
training;  access  to  confidential  individual  counseling; 
and  group  meetings  that  allow  sharing  of  feelings  and 
opportunities  for  problem  solving. 


Although  most  of  the  programs  offered  regular 
meetings  with  program  directors  and  chief  residents, 
Blackwell  observes  taht  only  one-fourth  of  the  programs 
offered  other  group  sessions  and  still  fewer  provided 
counseling  services.  He  notes  further  that  fewer  than  one- 
third  of  program  directors  aknowledged  that  work  load 
might  be  a factor  in  impairment  of  house  staff.  “More 
disappointing  is  the  fact  that  two-thirds  placed 
responsibility  on  faculty  medical  school  selection,  the 
contemporary  culture  or  the  residents’  own  moonlighting 
activity  (greater  now  than  ever,  due  to  an  average 
accumulated  debt  of  close  to  $30,000  at  graduation).” 
JAMA  March  7,  1986 


RUNNING  STRENGTHENS  BONES; 
DOES  NOT  HARM  JOINTS 


Two  reports  in  JAMA  underscore  the  health  benefits 
of  running.  The  major  findings  are  that  running  may 
retard  bone  loss  associated  with  aging  and  that  it  does  not 
predispose  older  runners  to  osteoarthritis  or  degenerative 
joint  disease. 

Nancy  E.  Lane,  MD,  and  colleagues,  of  Stanford 
University  School  of  Medicine,  studied  evidence  of 
osteoporosis  and  osteoarthritis  in  41  long  distance 
runners  aged  50  to  72  years  and  in  41  matched  controls. 
Runners,  both  male  and  female,  had  approximately  40 
percent  more  bone  mineral  than  controls,  the  researchers 
report,  although  X-ray  films  of  female  runners  showed 
somewhat  more  sclerosis  and  spur  formation  in  the  spine 
and  knee.  There  were  no  differences  between  runners  and 
nonrunners  in  joint  space  narrowing,  crepitation,  joint 
stability,  or  symptomatic  osteoarthritis. 

“Perhaps  the  most  noteworthy  feature  of  osteoarthritis 
is  joint  space  narrowing,”  the  researchers  say,  pointing 
out  that  runners  showed  increased  joint  space  width, 
although  the  difference  was  not  significant.  “Overall,  we 
found  few  differences  except  in  bone  density,  which  was 
strongly  associated  with  running  in  both  sexes,”  they  say. 

“These  cross-sectional  data  do  not  suggest  an  increase 
in  clinical  osteoarthritis  or  in  radiologic  cartilage  loss  in 
runners,  even  when  extreme  running  distances  are 
involved,”  the  researchers  conclude.  They  add  that  their 
data  support  the  role  of  exercise  in  the  retardation  of 
bone  loss,  which  is  especially  important  for  women  as 
they  age. 

In  a related  study,  Richard  S.  Panush,  MD,  of  the 
University  of  Florida,  Gainesville,  and  colleagues 
compared  the  prevalence  of  degenerative  joint  disease 
among  1 7 male  runners  (mean  age,  56  years)  with  1 8 male 
nonrunners  (mean  age,  60  years).  The  runners  had  run  a 
mean  of  28  miles  per  week,  including  marathons,  for  an 
average  of  12  years. 

“Pain  and  swelling  of  hips,  knees,  ankles  and  feet,  and 
other  musculoskeletal  complaints  among  runners  were 
comparable  with  those  among  nonrunners,”  the 
researchers  say.  Radiologic  examinations  showed  no 
notable  differences  between  the  groups,  and  there  was  no 
increased  prevalence  of  osteoarthritis  among  the  runners. 

The  reseachers  note  that  some  are  associated  with 
specific  joint  stress  and  osteoarthritis,  but  that  several 
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studies  have  suggested  that  running  does  not  cause  joint 
degeneration.  Some  people  may  be  susceptible  to  such 
injuries,  however,  and  the  researchers  say  more  study  and 
follow-up  is  needed.  They  conclude:  “Our  observations 
suggest,  within  the  limits  of  our  study,  that  long  duration, 
high-mileage  running  need  not  be  associated  with 
premature  lower  extremity  degenerative  joint  disease.” 
JAMA  March  7,  1986 


CASES  MADE  FOR  AND  AGAINST 
RATIONING  OF  INTENSIVE  CARE 


The  rationing  of  intensive  care  unit  services  is  an 
everyday  event  at  the  University  of  Washington’s 
Harborview  Medical  Center  in  Seattle,  according  to 
Michael  J.  Strauss,  MD,  MPG,  and  colleagues,  reporting 
in  JAMA.  They  studied  1,151  patient  admissions  in 
relation  to  bed  availability  and  found  no  adverse  effect  on 
patient  care  or  outcome. 

But  a related  study  focused  on  a different  hospital 
shows  that  failure  to  ration  care  appropriately  caused  one 
patient  to  become  comatose  and  led  to  a jury  award  of 
$12  million  against  the  admitting  hospital.  Expert 
testimony  suggested  the  patient  required  one-to-one 
nursing  care,  but  retention  of  borderline  patients  and 
admissions  of  several  new  patients  made  this  impossible. 

“The  trial  court’s  decision  in  this  case  raises  the 
possibility  of  a legal  obligation  to  discharge  patients  with 
only  borderline  possibilities  of  benefitting  from  ICU 
treatment  so  as  to  maintain  the  usual  standard  of  care  for 
those  patients  remaining,”  comment  researchers  H. 
Tristram  Engelhardt,  Jr.,  MD,  PhD,  of  Baylor  College  of 
Medicine  in  Houston,  and  Michael  A.  Ris,  MD,  of 
Massachusetts  General  Hospital  in  Boston. 

At  issue  is  whether  or  not  excess  capacity  exists  in  the 
American  health  care  system.  In  marked  contrast  to 
hospitals  in  other  countries.  U.S.  hospitals  allocate  up  to 
10  percent  of  their  beds  to  intensive  care  units.  Typically, 
these  units  account  for  only  7 percent  of  patient  days  per 
year,  but  19  percent  of  hospital  budgets.  Thus,  if  care 
could  be  rationed  and  the  number  of  beds  cut,  substantial 
savings  in  the  nation’s  health  dollars  could  be  realized, 
some  hypothesize. 

The  Seattle  study  appears  to  support  this  argument, 
says  William  A.  Knaus,  MD,  of  the  George  Washington 
University  Medical  Center  in  Washington,  D.C.  “When 
ICU  beds  at  Harborview  Hospital  were  limited,  physi- 
cians were  able  to  exclude  patients  who  appeared  not  to 
need  these  special  services.  In  such  circumstances,  ra- 
tioning may  not  only  be  possible  on  a daily  basis,  it  could 
also  be  painless,”  he  observes. 

But  such  rationing  would  not  cut  costs.  That  could  be 
accomplished  only  by  cutting  the  number  of  ICU  beds; 
however,  that  would  raise  the  danger  of  not  having 
sufficient  services  available  for  those  in  need,  as  in  the 
case  described  by  Engelhardt  and  Ris.  To  avoid  that 
danger,  decisions  would  have  to  be  made  as  to  who 
should  and  who  should  not  receive  intensive  care. 

“There  are  many  reasons  our  country  has  avoided  such 
explicit  discussions  of  justice  in  medical  care,”  Knaus 
says.  ’’One  of  the  major  ones  is  that  the  complex. 


personal,  and  emotional  aspects  of  such  decision  making 
frightens  most  politicians  and  economists.” 

Physicians  are  in  the  best  position  to  evaluate 
competing  claims  for  medical  care,  but  cannot  do  it 
alone,  he  says.  “Physicians  must  work  with  national  and 
community  leaders  to  educate  the  public  to  the  realities  of 
medical  practice  today.  We  must  clearly  say  that,  as 
powerful  as  American  medicine  is,  it  can  never  provide 
unlimited  services  for  everyone.  Choices  have  to  be  made 
among  services  and  between  individuals.” 

JAMA  March  7,  1986 


REPORT  IMPROVED  TECHNIQUE  FOR 
PROPHYLACTIC  MASTECTOMY 


One-stage  total  ductal-glandular  mastectomy  may 
offer  an  alternative  to  simple  mastectomy  for  women  at 
high  risk  for  developing  cancer,  according  to  a report  in 
the  February  Archives  of  Surgery.  Kirby  I.  Blad,  MD, 
and  colleagues  from  the  University  of  Louisville  School 
of  Medicine,  say  the  technique  affords  the  complete 
removal  of  breast  tissue  at  a deep  plane.  “Breast 
reconstruction  with  submuscular  prostheses  in  a one- 
stage  procedure  gives  an  aesthetically  acceptable  result,” 
they  add.  Commenting  editorially,  Stephan  Ariyan,  MD, 
of  New  Haven,  Conn.,  says,  “The  present  techiniques  of 
reconstruction  make  this  a reasonable  alternative  for 
certain  selected  patients.  Bland  is  now  with  the  University 
of  Florida  in  Gainesville. 


TEST  PREDICTS  POSTOPERATIVE 
VISUAL  ACUITY 


In  a comparative  test,  Visometer,  one  of  several  new 
vision  testing  devices,  offered  more  accurate  predictions 
of  visual  acuity  for  patients  undergoing  cataract  surgery, 
according  to  a study  reported  in  the  Vthrweivy  Archives  of 
Ophthalmology.  Robert  C.  Spumy,  MD.  of  Harvard 
Medical  School,  and  colleagues  measured  visual  acuity 
of  54  eyes  in  50  patients  before  and  after  surgery  to 
determine  which  testing  method  offered  greater 
accuracy.  Most  cataract  surgery  results  in  improved 
vision,  but  in  some  cases  a macular  lesion  or  retinal 
detachment  is  found  behind  the  cataract,  says  David  L. 
Guyton,  MD,  of  Baltimore,  in  an  accompanying 
editorial.  As  a result,  a number  of  tests  were  developed  to 
predict  vision  results  after  surgery. 

KIDNEY  TRANSPLANT  PATIENTS  AT  RISK 
FOR  STROKES 


Recipients  of  kidney  transplants  are  at  high  risk  for 
cerebrovascular  disease,  according  to  a report  in  the 
February  Archives  of  Ai’wro/ogy.  Records  of  467 
transplant  patients  at  the  University  of  Iowa  in  Iowa  City 
were  reviewed  by  Harold  P.  Adams,  Jr.,  MD,  and 
colleagues.  “We  found  that  vascular  diseases  accounted 
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for  25  percent  of  deaths  in  our  population,  but  stroke- 
related  deaths  were  few,”  they  say.  “Despite  the  low 
mortality  due  to  stroke,  cerebrovascular  events  were 
common  (9.0  percent)  and  were  a frequent  cause  of 
disability.”  The  incidence  for  such  events  may  be 
increased  as  much  as  300-fold,  the  researchers  say. 
“Diabetic  patients  over  40  years  old  are  at  particular 
risk.” 


RADIAL  KERATOTOMY  PATIENTS 
REPORT  RESULTS 


More  than  350  patients  who  had  undergone  radial 
keratotomy,  new  eye  surgery  to  correct  nearsightedness, 
were  surveyed  by  UCLA  School  of  Public  Health 
researchers  one  year  after  the  procedure  to  determine 
whether  or  not  they  were  satisfied  with  results.  Only  10 
percent  registered  dissatisfaction,  while  42  percent  said 
they  were  moderately  satisfied,  and  48  percent  said  they 
were  very  satisfied,  according  to  Linga  B.  Bourque,  PhD, 
and  colleagues  writing  in  the  March  Archives  of 
Opthalmology.  Part  of  the  PERK  (Prospective 
Evaluation  of  Radial  Keratotomy)  study,  12  percent  of 
the  patients  reported  “a  lot  of  trouble  with  fluctuating 
vision”  before  surgery  and  34  percent  reported  trouble 
after  surgery.  Patients  were  generally  satisfied  with  the 
results,”  researchers  say. 

HEAD  LICE  TREATMENTS  COMPARED 

A 0.5  percent  malathion  lotion  was  dramatically  more 
effective  in  killing  head  lice  than  five  other  treatments 
compared  by  Terri  Lynn  Meinking,  of  the  University  of 
Miami  School  of  Medicine,  and  colleagues.  The  lotion 
killed  lice  within  five  minutes  and  prevented  all  by  5 
percent  of  exposed  lice  eggs  from  hatching.  Four  other 
products  killed  lice  within  10  to  3 minutes,  and  a fifth 
took  three  hours  to  kill  lice.  Reporting  in  the  March 
Archives  of  Dermatology,  the  researchers  say  more  than 
6 million  cases  of  head  lice  infestation  occur  in  the  U.S 
each  year.  “We  stress  that  head  lice  exposed  to  all  of  the 
tested  products  died  within  four  hours,”  the  researchers 
say.  “In  our  experience,  however,  patients  prefer  a 
product  that  kills  lice  quickly,”  they  add. 


DOSE  RECOMMENDATIONS  FOR 
ANTICLOTTING  AGENTS 


Detailed  recommendations  on  the  use  of  anticlotting 
agents  for  cardiovascular  patients  appears  in  the  March 
Archives  of  Internal  Medicine.  Among  highlights  from 
physician  panels  convened  by  the  American  College  of 
Chest  Physicians  and  the  National  Heart,  Lung  and 
Blood  Institute:  Aspirin  should  be  administered  in  a dose 
of  325  mg  per  day,  except  for  cerebrovascular  patients 
who  should  receive  at  least  1 gram  per  day;  coated  aspirin 
should  be  used  for  patients  who  develop  gatrointestinal 


side  effects;  dipyridamole  (a  vasodilator)  in  addition  to 
aspirin  is  not  recommended  for  post-heart-attack  or 
cerebrovascular  patients,  but  is  recommended,  at  225  mg 
per  day,  in  addition  to  warfarin  for  patients  with 
prosthetic  heart  valves  who  develop  clotting  problems. 
The  report  offers  recommendations  for  a range  of 
conditions  affecting  heart  and  stroke  patients. 

RARE  ANESTHESIA  REACTION 
CAN  BE  FATAL  WITHOUT  ANTIDOTE 


A rare  but  potentially  fatal  reaction  to  anesthetics, 
malignant  hyperthermia,  is  described  in  JAMA. 
Although  difficult  to  predict,  the  syndrome  can  be 
reversed  by  prompt  administration  of  dantrolene,  a 
muscle  relaxant;  however,  some  hospitals  do  not  keep  the 
drug  in  stock,  according  to  JAMA  Medical  News. 

The  first  warning  sign  of  malignant  hyperthermia  is  an 
increase  in  the  patient’s  end-tidal  carbon  monoxjde,  says 
Henry  Rosen berge,  MD,  chair  of  anesthesiology  at  Hah- 
nemann University  Medical  School  in  Philadelphia. 
Other  signs  include  tachycardia  and  any  unexplained  rise 
in  core  temperature.  Patients  with  the  syndrome  may 
develop  high  blood  pressure,  rapid  breathing  and  heart 
rate,  and  body  temperatures  as  high  as  44°C  (113°F). 

The  treatment  protocol,  as  advised  by  the  American 
Society  of  Anesthesiologists,  includes  stopping  the  oper- 
ation, substituting  inhalant  anesthetics  with  pure  oxygen, 
and  administering  intravenous  sodium  bicarbonate  and 
dantrolene  sodium.  Efforts  to  reduce  fever  are  also 
recommended. 

Unfortunately,  because  the  risk  is  low  and  because 
dantrolene  is  expensive,  some  hospitals  do  not  have  the 
drug  in  stock.  Its  shelf  life  is  three  years.  “Some  hospitals 
balk  at  having  to  throw  out  and  replace  an  expensive 
product,”  says  Robert  L.  Hall,  a Norwich-Eaton  Phar- 
maceuticals spokesman.  “We  think  $ 1 ,000  is  a small  price 
to  pay  for  insurance  against  malignant  hyperthermia.” 

Malignant  hyperthermia  occurs  in  about  one  in  40,000 
adult  surgery  patients  and  one  in  15,000  pediatric  surgery 
patients.  About  30  percent  of  the  cases  are  fatal.  Suscepti- 
bility to  the  disorder  seems  to  run  in  families,  the  report 
notes,  urging  patient  and  physician  awareness  of  any 
family  history  of  the  illness. 

Not  all  cases  of  malignant  hyperthermia  have  an  acute 
onset,  according  to  Stephen  C.  Hall,  M D,  pediatric  anes- 
thesiologist at  Children’s  Memorial  Hospital  in  Chicago. 
“It  may  come  on  abruptly  and  violently,  or  it  may  be  slow 
and  smoldering,”  he  says.  Hall  sees  about  four  cases  a 
year  at  Children’s  Hospital,  and  he  explains  that  the  first 
indication  of  the  disorder  is  masseter  spasm  after  admin- 
istration of  succinylcholine  before  intubation.  When  he 
sees  this  reaction,  surgery  is  delayed  until  a substitute 
anesthetic  can  be  used. 

The  most  reliable  predictor  of  susceptibility  to  malig- 
nant hyperthermia  is  a muscle  biopsy;  a small  section  of 
muscle  tissue  is  tested  in  the  laboratory  for  sensitivity  to 
various  anesthetic  agents.  Thomas  E.  Nelson,  PhD,  pro- 
fessor of  anesthesiology.  University  of  Texas  Medical 
Branch  in  Galveston,  has  been  studying  muscle  biopsy 
techniques  in  pigs,  the  only  animal  known  to  exhibit  the 
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disorder.  Malignant  hyperthermia  occurs  in  some  pigs  in 
response  to  stress. 

In  a related  article,  Rein  T.  Paasuke,  M DCM,  FRCPC 
and  A.  Keith  W.  Brownell,  MD,  FRCPC,  of  Foothills 
Hospital,  University  of  Calgary,  Alberta,  Canada,  con- 
clude that  serum  creatine  kinase  (CK)  levels  cannot  be 
used  to  predict  susceptibility  to  malignant  hyperthermia. 
This  less  invasive  test  is  widely  used  but  highly  inac- 
curate, the  researchers  say.  Thirty-eight  patients  in  their 
study  were  identified  as  susceptible  to  malignant  hyper- 
thermia through  muscle  biopsy,  yet  all  had  normal  CK 
levels.  Thus,  the  researchers  recommend  abandoning  CK 
measurement  as  a screening  method.  Elevated  CK  levels 
can  indicate  a variety  of  muscular  disorders,  and  may  be 
elevated  even  after  recent  heavy  exercise. 

JAMA  February  14,  1986 


ULTRAMARATHON  RUNNERS 
MAY  LOSE  TOO  MUCH  SALT 


Two  runners  were  hospitalized  with  hyponatremic 
encephalopathy  (temporary  brain  dysfunction  due  to 
dilution  of  sodium  in  the  blood  that  can  result  in  seizure) 
shortly  after  completing  an  ultramarathon  in  Chicago  in 
1983.  Their  cases,  reported  in  JAMA,  signal  a warning 
for  other  runners  who  drink  lots  of  fluids  to  prevent 
dehydration  during  a race. 

“Hyponatremia,  which  has  not  been  commonly  asso- 
ciated with  exercise,  should  be  considered  as  a possible 
consequence  of  ultraendurance  events,”  report  R.  Tyler 
Frizzell,  of  Vanderbilt  University  School  of  Medicine, 
Nashville,  and  colleagues.  They  say  in  these  two  cases  the 
condition  was  caused  primarily  by  increased  intake  and 
retention  of  dilute  fluids  (mostly  was  a water)  and  con- 
tributed to  by  excessive  sodium  loss  in  sweat. 

Both  men  were  participating  in  the  100  Km.  American 
Joggers  Association  ultramarathon  in  October  1 983.  One 
was  a 24-year-old  medical  student  and  the  other  a 45- 
year-old  physician.  Shortly  after  finishing  the  race,  both 
runners  experienced  confusion,  stupor  or  disorientation, 
and  were  admitted  to  emergency  rooms.  Each  had  con- 
sumed approximately  20  liters  of  fluid  during  the  race, 
including  electrolyte  replacement  glucose,  cola  and 
water.  Serum  sodium  levels  in  both  men  were  abnormally 
low. 

The  runners  recovered  satisfactorily  after  receiving  an 
IV  saline  solution,  although  the  younger  runner  had  a 
grand  mal  seizure  while  in  the  emergency  room  and 
required  hospitalization  for  five  days.  Both  men  have 
resumed  running  but  have  not  participated  in  another 
ultramarathon. 

Most  sodium  is  lost  from  sweat,  the  researchers  say, 
noting  that  during  a marathon  runners  can  lose  as  much 
as  eight  liters  of  sweat.  Sodium  dilution  can  be  worsened 
by  drinking  large  amounts  of  salt-free  fluids.  The 
researchers  suggest  that  the  onset  of  symptoms  after  the 
race  may  be  attributed  to  gastric  emptying  and  increased 
visceral  blood  flow,  releasing  even  more  fluid  into  the 
blood  stream. 

Hyponatremia  is  not  generally  recognized  as  a compli- 
cation of  exercise,  the  researchers  observe,  although  its 


incidence  may  increase  with  the  popularity  of  ultraendu- 
rance events.  In  contrast,  dehydration,  which  can  lead  to 
heat  stroke  and  heat  exhaustion,  is  a well-known  compli- 
cation of  exercise  in  a warm  environment. 

JAMA  February  14,  1986 

SUCCESSFUL  PREGNANCY 
MAY  FOLLOW  KIDNEY  TRANSPLANT 

A preliminary  study  indicates  that  diabetic  women 
who  have  undergone  kidney  transplants  may  have 
successful  pregnancies.  Study  results  appear  in  JAMA. 

Paul  L.  Ogburn,  Jr.,  MD,  of  the  University  of 
Minnesota,  Minneapolis,  and  colleagues  describe 
pregnancy  outcomes  for  nine  such  women  treated  in  four 
separate  prenatal  care  centers.  Seven  of  the  women 
delivered  healthy  infants  by  cesarean  section  at  3 1 - 1 / 2 to 
36  weeks’  gestation.  There  were  two  fetal  deaths  and  one 
maternal  death.  These  occurred  in  two  women  with 
preexisting  peripheral  vascular  disease  and  ulceration, 
who  did  not  have  adequate  control  over  their  diabetes 
before  pregnancy.  None  of  the  women  showed  signs  of 
kidney  rejection  as  a result  of  pregnancy. 

With  improved  survival  of  diabetic  patients  after  renal 
transplantation,  there  will  be  many  such  women  who 
could  achieve  pregnancy,  the  researchers  say.  And, 
although  the  nine  women  in  this  study  had  cesarean 
sections,  some  would  be  capable  of  normal  deliveries. 
Contraceptive  counseling  and  prepregnancy  evaluation 
are  needed  to  minimize  complications,  and  pregnancy 
should  not  be  attempted  until  a year  or  two  after  renal 
transplantation,  they  emphasize. 

Although  the  risks  for  pregnant  diabetic  women  have 
greatly  decreased,  this  retrospective  study  shows  the 
importance  of  further  risk  reduction  through  prenatal 
care.  Pregnancy-induced  hypertension  occured  in  six 
women,  five  of  whom  had  high  blood  pressure  before 
pregnancy  and  required  continued  use  of  antihyper- 
tensive medications.  Two  had  foot  fractures,  related  to 
weight  gain.  Preeclampsia  was  suspected  in  six  of  the 
women. 

Ketoacidosis  did  not  occur  in  any  of  the  nine  women, 
but  is  associated  with  maternal  and  perinatal  mortality  in 
diabetic  pregnancies,  the  researchers  point  out.  Congeni- 
tal malformations  are  two  to  eight  times  more  frequent  in 
infants  of  mothers  with  diabetes  and  may  be  one  of  the 
most  common  causes  of  perinatal  death,  according  to 
some  studies.  Excellent  control  of  diabetes  during  the 
first  weeks  of  pregnancy  are  associated  with  a lower 
incidence  of  birth  defects.  In  this  study,  only  one  infant 
had  a minor  defect. 

“The  vast  numbers  of  complicating  factors  and  the 
small  numbers  of  patients  to  date  prevent  us  from 
presenting  the  full  spectrum  of  potential  complications,” 
the  researchers  say,  adding  that  pregnancies  in  diabetic 
women  who  have  had  renal  transplants  are  likely  to 
involve  prolonged,  intensive  hospitalizations  for  the 
mother  and/or  neonate.  “Without  question,  these  high- 
risk  pregnancies  must  be  cared  for  at  perinatal  centers 
where  the  full  range  of  perinatal,  medical  and  surgical 
expertise  is  available.” 

JAMA  February  2!,  1986 


230 


(A/M  Vc»  \ 


Bo¡.  /Isoc.  Med.  P.  Rico  - Mayo  1986 


REPORT  HEPATITIS  B 
TRANSMISSION  FROM  SURGEON 


T ransmission  of  hepatitis  B infection  to  five  patients  by 
an  obstetric-gynecologic  surgeon,  resulting  in  exclusion 
from  further  major  operations,  underscores  the  need  for 
medical  care  personnel  to  receive  vaccinations  against  the 
virus,  states  a report  in  JAMA. 

“Investigation  documented  that  the  surgeon  was 
hepatitis  B surface  antigen  and  hepatitis  B e antigen 
positive,”  report  Ludwig  A.  Lettau,  MD,  MPH,  of  the 
Centers  for  Disease  Control  in  Atlanta,  and  colleagues. 
“All  five  patients  had  hepatitis  B subtype  matching  that 
of  the  surgeon  and  no  other  identifiable  risk  factors  for 
hepatitis  B viral  infection,”  they  add. 

The  first  two  cases  were  reported  to  the  Georgia 
department  of  health  in  1984.  Both  women  had  had 
major  gynecologic  operations  by  the  same  surgeon  three 
months  before  the  onset  of  their  illnesses.  The  surgeon 
had  practiced  obstetrics-gynecology  in  and  urban  setting 
for  more  than  20  years.  “He  was  in  good  health  and  had 
no  dermatitis  or  other  skin  lesions  on  his  hands,”  the 
researchers  say,  but  add  that  he  had  been  infected  in  1983 
and  was  hepatitis  B surface  antigen  positive. 


“In  this  outbreak,  initial  control  measures  included 
double-gloving  and  efforts  to  avoid  inadvertent  self- 
injury  from  sharp  surgical  instruments.  Based  on 
previous  outbreaks,  these  recommendations,  in 
conjunction  with  a requirement  for  informed  consent 
from  patients  for  surgical  procedures  and  surveillance  for 
further  hepatitis  B transmission,  were  considered 
sufficient  to  allow  the  surgeon  to  resume  operating  on 
patients.” 

Despite  these  precautions,  six  patients  were  finally 
affected.  After  that,  a partial  restriction  of  surgical 
privileges  was  imposed  on  the  surgeon  by  local  health 
authorities,  the  researchers  say. 

They  point  out  that  similar  outbreaks  by  an  obstetric- 
gynecologic  surgeon  have  been  reported  in  England, 
Minnesota,  Mississippi  and  Louisiana.  “Full  utilization 
of  the  currently  available  inactivated  hepatitis  B vaccine 
by  health  care  workers  could  completely  interrupt 
nosocomical  hepatitis  B transmission,”  the  researchers 
say.  “Clearly,  all  health  care  workers  for  whom  this 
vaccine  is  recommended  should  receive  it,  not  only  for 
their  personal  health  but  also  to  prevent  the  remote  but 
real  possibility  of  transmission  of  hepatitis  B infection  of 
patients  and  the  disastrous  consequences  described  in 
this  report,”  they  concluded. 

JAMA  February  21,  1986 


CERTAMEN 

PATROCINADO  POR  LA  ASOCIACION  PUERTORRIQUEÑA  DEL 
CORAZON  Y LA  SOCIEDAD  PUERTORRIQUEÑA  DE  CARDIOLOGIA. 

“PREMIO  AL  INVESTIGADOR  JOVEN 
DE  LA  SOCIEDAD  PUERTORRIQUEÑA  DE  CARDIOLOGIA” 

PREMIOS:  El  ganador  recibirá  un  boleto  ida  y vuelta  para  asistir  a 
la  próxima  reunión  científica  de  cardiología  (American  Heart 
Association  o American  College  of  Cardiology)  más  $500.00  para 
gastos  de  hotel  y comida. 

ELEGIBILIDAD:  Médicos  que  estén  en  entrenamiento  postgraduado 
o que  no  hayan  pasado  más  de  3 años  desde  que  terminó  su  entre- 
namiento. Estudiantes  de  medicina  y candidatos  a PhD  son  tam- 
bién elegibles. 

OBJETIVOS:  Presentar  un  trabajo  de  investigación  en  el  campo  de  la 
cardiología  en  CARDIO  86.  La  presentación  será  de  12  minutos  de 
duración,  describiendo  el  trabajo  original  en  el  cual  el  autor  fue  el 
principal  investigador. 

PROCEDIMIENTO:  1.  Someter  un  resumen  en  original  y 5 copias  del 
trabajo  de  investigación. 

2.  Enviar  resumen  a: 

PREMIO  AL  INVESTIGADOR  JOVEN 
Asociación  Puertorriqueña  del  Corazón 
Cabo  Alverio  554 
Hato  Rey,  Puerto  Rico  00918 

FECHA  LIMITE:  30  de  junio  de  1986 

FAVOR  DE  SOLICITAR  LAS  FORMAS  DE  PARTICIPACION  EN  EL 
CERTAMEN  “PREMIO  AL  INVESTIGADOR  JOVEN” 

EN  LA  ASOCIACION  PUERTORRIQUEÑA  DEL  CORAZON. 
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PHYSICIANS, 

WE  SCHEDULE  OUR  TIME 

TO  FIT  YOUR  TIME. 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor: 


ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 


ARMY  RESERVE  MEDICINE 
Federal  Office  Bldg.  Room  919 
Box  63-51  S.W.  1st.  Ave. 

Miami,  F L 33130 
Call  Collet:  (305)  371-9257 


"ID  LIKE  TO  MAKE 
AIM  APPOINTMENT 


Be  prepared,  Doaor.  More  patients  will  be 
asking  about  colorectal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
deteaed  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  deteaion  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies . 

We’re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  NY  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  deteaion  of 
colorectal  cancer. 


lAAAERIOXN 
<>CANCER 
f SOCIETY® 


‘"Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,"  Ca  33:359-365, 1983  (Nov.-Dee.). 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  If  provides  sleep  fhot  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  @ 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  691- 
697,  Jul-Aug  1971  2.  Koles  A,  etal:  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  19. 576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:1^} -T%&,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Geriatr  Sac  27  5^]-5A6,  Dec  1979  6.  Dement  WC, 
etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3: 140-150,  Apr  1983 
8.  Tennant  FS,  etal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblott  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  2/  355-361, 
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brand  of 

flurazepam  FICI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  in  oil  types  of  insomnia  characterized 
by  difficulty  in  tolling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuofion  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  Impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  potients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedotion,  dizziness,  contusion  and/or  otoxio  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheodedness, 
staggering,  ataxia  and  falling  have  occurred,  parficulorly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heortburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  poms,  body  and  joint 
poms  and  GU  complaints  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  onorexio,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  ond  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosoge:  Individualize  for  maximum  beneficial  effect  Adulls 
30  mg  usual  dosage,  15  mg  moy  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurozepom 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


1 FOR  SLEEP 


After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety. As  always,  caution  patients  about 
driving  or  drinking  alcohol. 


Please  see  preceding  page  lor  summary  ol  product  information 


brand  of 

flurazepam  HCI/Roche  € 

sleep  that  satisfies 
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Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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LO  ULTIMO  EN  TECNOLOOU 


Columna  del  Editor 


En  este  número  nos  place  publicar  un  estudio  clínico 
proveniente  del  Departamento  de  Medicina  del 
Hospital  Municipal  de  San  Juan.  Hacía  tiempo  que  nose 
recibía  un  trabajo  científico  de  dicha  institución  que 
siempre  ha  estado  activa  en  la  investigación  clínica  del 
país.  Esperamos  que  esta  tendencia  no  se  detenga. 

En  la  sección  de  los  Objetivos  de  Salud  para  los 
Estados  Unidos  en  1990  y su  aplicación  a Puerto  Rico  el 
artículo  preparado  por  el  doctor  Rigau  merece  nuestra 
consideración  especial  y serio  análisis  pues  se  trata  de  uno 
de  los  objetivos  nacionales  de  salud  más  importantes:  la 
salud  durante  el  embarazo  y el  primer  año  de  vida.  La 
mortalidad  infantil  (primer  año  de  vida)  es  el  mejor  indi- 
cador de  la  salud  de  un  pueblo  pues  revela  el  efecto  de  los 
servicios  médicos  en  la  comunidad.  Como  dice  el  autor 
“ninguna  otra  estadística  revela  mejor  la  diferencia  entre 
una  sociedad  de  suficiencia  y una  de  carencia”,  refirién- 
dose principalmente  a recursos  médicos.  Para  1983  la 
tasa  de  mortalidad  infantil  era  de  17.3  muertos  menores 
de  un  año  de  edad  por  cada  mil  nacidos  vivos.  Esta  cifra 
era  la  más  alta  de  todos  los  estados  de  los  Estados 
Unidos.  Para  1990  la  tasa  de  mortalidad  infantil  en 
Puerto  Rico  debe  reducirse  a un  9%  y la  mortalidad  neo- 
natal debe  bajar  de  13.9%  ( 1983)  a 5.5%.  El  trabajo  diario 
hacia  la  consecución  de  esas  metas  debe  ser  el  objetivo  de 
todos  los  que  en  alguna  forma  velamos  por  la  salud  y bie- 
nestar de  los  niños  en  este  país. 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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NUESTRA  PORTADA 
Espejo  Negro,  de  Jorge  Rechany 

Rechany  nació  en  San  Juan,  el  22  de  abril  de  1914.  Estudió  con  el 
pintor  Ramón  Frade  (927)  y con  el  maestro  Sánchez  Felipe  (1930). 
Ingresa  en  la  National  Academy  of  Design,  Nueva  York,  y realiza 
estudios  bajo  la  dirección  de  Olinsky,  Dickinson,  Anderson  y Curry.  En 
1958  es  becado  por  el  Instituto  de  Cultura  para  estudiar  en  la  Escuela  de 
Escultura  y Pintura,  de  México,  y en  el  Centro  Superior  de  Artes 
Plásticas  (INBA),  de  dicha  ciudad  azteca.  También  estudió  en  1961  en 
los  talleres  E.  Pandolini,  Pietrasanta,  Italia,  y en  1974  en  el  Pratt 
Graphic  Center  de  Nueva  York. 

Importantes  obras  suyas  (murales  y óleos)  se  encuentran  en:  la 
Rotonda  del  Capitolio  de  San  Juan,  Palacio  de  la  Fortaleza,  Museo  de 
Ponce,  Palacio  Presidencial,  de  Santo  Domingo;  Universidad  de  Puerto 
Rico,  Escuela  Libre  de  Música,  Instituto  de  Cultura,  Centro  Superior  de 
Artes  Plásticas,  de  México;  Escuela  Pública  de  Barceloneta;  Escuela 
“Bolívar  Pagán”;  Instituto  de  Lexicografía;  y Escuela  Intermedia  de 
Naguabo.  Su  obra  gráfica  está  representada  en:  The  British  Museum, 
Londres;  Museo  de  Arte  Moderno,  de  Nueva  York;  Ibero  Club,  Bonn; 
Museo  de  Arte  Moderno,  Barcelona;  Deutsches  Plakat  Museum,  Essen; 
Biblioteca  Nacional,  México;  Biblioteca  Nacional,  de  París;  Museo  de 
Arte  Moderno,  Madrid;  Museo  Vaticano  de  Arte  Sacro  Moderno, 
Roma;  Kestner  Museum.  Hannover;  y Museo  Real  de  Bellas  Artes, 
Bruselas. 

Entre  sus  principales  exposiciones  individuales  están  las  de:  Galería 
D’Artede  San  Marco,  Roma  (1962);  Ateneo  Puertorriqueño;  Museo  de 
la  Universidad  (1963);  Instituto  de  Cultura  (1969);  La  Casa  del  Arte 
(1971);  Unión  Panamericana,  de  Washington  (1973);  UPR  Recinto 
Mayagüez  (1975),  habiendo  participado  en  la  III  Bienal  Hispano- 
americana, de  Barcelona  (1955);  I Bienal  de  México  (1958),  Latin 
American  Art.  Buenos  Aires;  “Once  Pintores  Puertorriqueños” 
(UNESCO)  Bonn,  Alemania  (1973);  “Dos  Siglos  de  Pintura 
Puertorriqueña”,  Casa  de  Campeche,  y las  tres  bienales  de  San  Juan  de 
Grabado  Latinoamericano, 

La  publicación  de  la  obra  en  la  portada  de  nuestra  revista  ha  sido 
posible  gracias  a la  gentileza  del  autor  y del  taller-galería  La  Casa 
Amarilla,  en  la  Calle  Navarro  de  Hato  Rey. 
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ESTUDIOS  CLINICOS 


Evaluation  and  Treatment  of 
Thyroid  Nodules: 

The  San  Juan  City 
Hospital  Experience 

José  L.  Riestra,  M.D. 
José  U.  Martinez,  M.D. 
Guillermo  Villamarzo,  M.D. 
Rafael  Rivera,  M.D. 
Lydia  Garcia,  M.D. 


Abstract:  A hundred  and  three  patients  with  thyroid 

nodular  disease  were  evaluated  using  serum  thyroid 
function  tests,  radio  nuclear  scanning,  sonography  and  fíne 
needle  aspiration.  Based  on  this  data,  patients  were 
operated  or  treated  medically.  Thirteen  patients  were  sent 
to  surgery,  four  of  which  had  malignancies,  all  predicted 
cytologically.  Four  cysts  were  cured  by  aspiration  alone. 
Eighty  six  patients  were  suppressed  with  oral  levo- 
thyroxine  over  a period  of  3 to  24  months.  Four  lesions 
(4.7%)  regressed  completely  while  42%  had  a partial 
suppression. 

Thyroid  nodular  disease  can  still  represent  a diag- 
nostic enigma  and  a therapeutic  challenge  for  the 
modem  physician.  The  prevalence  of  these  lesions  in  the 
Puerto  Rican  population  is  unknown,  but  it  is  around  4 to 
7%  for  the  adult  population  in  the  United  States.'  ^ The 
fact  that  these  patients  were  once  all  treated  surgically, 
made  it  crucial  to  develop  new  diagnostic  techniques  that 
could  make  possible  a more  rational  therapeutic 
selection. 

Since  the  advent  of  radionuclide  imaging,  thyroid 
sonography  and  more  recently,  fine  needle  aspiration 
(FNA)  cytology,^  we  can  now  have  a better  understand- 
ing of  the  pathological  processes  involved  with  this 
illness. ^ 

The  subject  of  this  paper  is  to  report  the  experience  we 
have  gained  at  our  institution  in  the  evaluation  of  this 
entity  utilizing  these  newer  diagnostic  modalities. 

Materials  and  Methods 

We  studied  a total  of  103  patients  with  thyroid  nodules 
seen  at  our  Endocrinology  Section  from  October  1982  to 
December  1984.  Of  them,  96  were  females  with  an 
average  age  of  46.8  years  and  7 were  males  (average  age  of 
58.6  years).  After  a complete  history  and  physical  exam. 


This  work  was  presented  at  the  1984  annual  meeting  of  the  Tuerto  Rieo 
Society  of  Endocrinology  and  Diahelology 


we  obtained  in  all  patients:  serum  levels  of  T,  (RIA),  T4 
(RIA),  thyrotropin  (TSH)  by  RIA,  serum  antimicro- 
somal  antibodies,  thyroid  sonography  and  radionuclear 
scanning. 

On  the  basis  of  these  tests,  the  patients  were  classified 
in  five  groups  (See  Table  I).  Group  (A)  included  43 
patients  with  solid  cold  nodules;  Group  (B)  had  six 
patients  with  simple  cysts;  Group  (C)  represented  10 
patients  with  mixed  solid-cystic  lesions;  Group  (D)  27 
patients  with  euthyroid  multinodular  goiters  and  a 
prominent  or  “dominant”  solid-cold  nodule  and  Group 
(E)  with  17  subjects  with  euthyroid  Hashimoto’s 
thyroiditis  and  a dominant  nodule. 


TABLE  I 


Thyroid  Nodular  Disease  by  Group 

Group 

Description 

No.  of  Patients 

A 

Cold  solid  nodules 

43 

B 

Thyroid  cysts 

6 

C 

Mixed  nodules  (solid-cystic) 

10 

D 

Euthyroid  multinodular  goiter 
with  dominant  solid  nodule 

27 

E 

Euthyroid  Hashimoto’s 
thyroiditis  with  prominent 
solid  nodule 

17 

Total 

103 

After  obtaining  a written  consent,  all  patients  were 
subjected  to  FNA  of  their  lesions.  The  biopsies  were 
performed  using  a “Cameco”  apparatus  with  a No.  22 
needle  and  a 20cc  syringe.  After  sampling,  the  material 
was  extended  in  slides  and  preserved  with  95%  ethylic 
alcohol,  then  stained  with  the  Papanicolaou  method. 
Interpretation  was  done  immediately  or  within  the  next 
24  hours. 
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Cytologically,  the  specimens  were  grouped  in  four 
classes  (See  Table  II),  ranging  from  insufficient  material 
(Class  0)  to  inflammatory  or  benign  (Class  I),  follicular  or 
Hurthle  neoplasm  (Class  II)  and  suspicious  of  (Class  III) 
or  probable  malignancy  (Class  IV). 

Based  on  the  clinical  picture,  laboratory  results,  radio 
nuclear  imaging,  sonographic  findings  and  FNA  results,  a 
modality  of  treatment  was  decided  on  each  patient.  This 
included  surgery  or  suppression  with  oral  synthroid  in 
dosis  of  0.15  to  0.2  mg.  per  day.  The  period  of  observa- 
tion ranged  from  3 to  24  months.  Some  of  the  cystic 
lesions  were  treated  successfully  with  FNA  alone. 
Patients  were  re-evaluated  monthly  and  thyroid  nodular 
size  estimated  by  sonography  initially  and  by  direct 
palpation  and  measurement  by  two  different  examiners 
on  follow-up  visits. 


TABLE  II 


Cytologic  Classification  of  Thyroid  Aspirates 

Class 

Description 

0 

Acellular  (insufficient  material) 

1 

Inflammatory,  hemorragic,  coloidal 
or  degenerative  changes 

II 

Follicular/Hurthle  cell  neoplasia 

III 

Suspicious  or  malignancy 

IV 

Probaly  malignant 

Results 

None  of  the  patients  studied  had  a history  of  X-ray 
irradiation  to  the  neck.  No  significant  complications 
were  reported  from  FNA,  except  for  a sub-cutaneous 
hematoma  that  spontaneously  resolved.  All  patients  were 
clinically  and  chemically  euthyroid.  Antimicrosomal 
antibodies  were  elevated  in  all  patients  with  Hashimoto’s 
disease  but  negative  or  present  in  low  titers  in  the  other 
groups.  The  results  by  groups  were  as  follows; 

GROUP  A 

Included  43  patients  with  solid  cold  solitary  lesions. 

Cytologic  findings  are  illustrated  in  Table  III.  Nine 


patients  were  sent  to  surgery  of  which  two  were 
found  to  have  carcinomas  (both  Class  IV).  Patients 
not  operated  were  then  suppressed  with  synthroid 
(Summarized  on  Table  IV). 

As  we  can  see,  half  of  the  lesions  suppressed  while 
the  rest  remained  unchanged  overall.  Four  lesions 
showed  no  change  after  18  months  of  treatment. 
(However,  these  patients  had  benign  Class  I 
cytology  by  FNA). 


TABLE  III 


Thyroid  Nodular  Disease  by  Group 

Cytology  Class 

No.  Patients 

To  surgery 

Histologic 

Findings 

0 

2 

2 

2 Follicular 

adenomas 

I 

24 

1 

1 Chronic 
lymphocytic 
thyroiditis 

II 

13 

2 

2 Hurthle  cell 

adenomas 

III 

2 

2 

1 Follicular 
adenomas 

1 Thyroiditis 

IV 

2 

2 

2 Follicular 

carcinoma 

24 

2 

GROUP  B 

The  second  group  consisted  of  six  patients  with 
thyroid  cysts.  Aspiration  material  was  obtained  in 
all  of  them,  representing  from  0.5cc  of  serum-like 
liquid  to  8cc  of  serosanguinolent  fluid. 

Four  lesions  disappeared  without  recurrence  after 
the  first  aspiration,  while  two  recurred  after  three 
procedures.  These  were  sent  to  surgery  where  a 
simple  cyst  was  found  in  one  and  an  “adenomatous 
goiter  with  cystic  degeneration”  in  the  other. 


TABLE  IV 


Solitary  Solid  Nodules:  Medical  Therapy 

Follow-Up 

Number 

Reductions  in 

Size 

No 

Increased 

Period 

Patients 

> 50% 

> 25% 

Change 

In  Size 

3 months 

9 

2 

2 

5 

0 

3-6  months 

7 

3 

1 

3 

0 

6-12  months 

8 

1 

2 

5 

0 

12-18  months 

7 

2 

1 

4 

0 

18-24  months 

3 

2 

1 

0 

0 

Totals 

34 

10 

7 

17 

0 

Percentage 

29% 

21% 

50% 

(50%) 
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GROUP  C 

This  group  included  10  patients  with  “mixed” 
lesions.  All  had  normal  thyroid  functions  tests  and 
negative  antimicrosomal  antibodies.  Cytologically, 
all  of  these  patients  had  Class  I findings. 

On  suppression  (Table  V),  four  disappeared  and 
one  had  a 50%  suppression  while  5 remined 
unchanged. 


GROUP  D 

We  had  27  patients  with  dominant  nodules  on 
multinodular  goiters.  All  patients  again  euthyroid 
clinically.  Chemically,  T,  and  T4  were  normal  and 
30%  had  minimal  elevations  of  TSH  below  15 
mlU/ml.  Cytologic  exam  (Table  VI)  disclosed  two 
patients  with  Class  III  or  IV  who  had  surgically 
confirmed  carcinomas.  The  results  of  suppression 
are  illustrated  in  Table  VI. 


TABLE  V 


Mixed  Nodules 


Follow-Up 

Number 

Reductions  in  Size 

No 

Increased 

Period 

Patients 

> 50%  > 25% 

Change 

In  .Size 

3 months 

5 

2** 

3 

0 

3-6  months 

3 

2** 

1 

0 

6-12  months 

2 

1 

1 

0 

12-18  months 

0 

0 

18-24  months 

0 

0 

Totals 

10 

5 

5 

0 

Percentage 

50% 

50% 

**  Lesions 

Disappeard  Clinically 


TABLE  VI 


Multinodular  Goiter  With  Dominant  Nodule 


Cytology  Class 

No.  Patients 

Surgery 

Histologic 

0 

0 

0 

.. 

I 

25 

0 

- 

II 

0 

0 

- 

III 

1 

1 

Follicular  CA 

IV 

1 

27 

1 

2 

Noduliary 

Thyroid 

Carcinoma 

GROUP  E 

This  last  group  (Hashimoto’s  Disease  with  domi- 
nant nodules)  included  17  patients.  All  had  antimi- 
crosomal antibodies  over  1/600  (ranging  up  to 
1/1,638,400)  and  had  thyroid  scans  and  clinical 
pictures  compatible  ' ’ ' this  entity.  Ten  patients 
were  clinically  and  chemically  euthyroid.  Four 
patients  had  low-normal  Tj  and  T4  with  TSH 
ranging  from  20  up  to  50  mlU/ml. 

After  FNA,  16had  Class  I Cytology  and  one  elderly 
lady  had  a Class  II  finding.  None  were  operated. 
Chronic  suppression  achieved  a 47%  reduction  rate 
of  over  25%  in  size  (Table  VII) 


TABLE  VII 


Multinodular  Goiter 


Follow-Up 

Period 

Number 

Patients 

Reductions 

>50% 

in  Size 
>25% 

No 

Change 

Increased 
In  Size 

3 months 

10 

3 

2 

5 

0 

3-6  months 

5 

2 

0 

3 

0 

6-12  months 

6 

0 

2 

4 

0 

12-18  months 

4 

0 

1 

3 

0 

18-24  months 

0 

Totals 

25 

5 

5 

15 

0 

Percentage 

20% 

20% 

60%, 

(40%) 
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TABLE  VIII 


Thyroiditis 

E()llov\-LIp 

Number 

Reductions  in  Size 

No 

Increased 

Period 

Patients 

>50% 

>25% 

Change 

In  Size 

months 

9 

2 

2 

5 

0 

.1-6  months 

5 

1 

1 

3 

0 

6-12  months 

.1 

2 

0 

1 

0 

12-18  months 

0 

18-24  months 

0 

Totals 

17 

5 

3 

0 

0 

Percentage 

(29.4) 

(17.6%) 

53% 

(47.0%) 


Discussion 

We  studied  103  patients  with  thyroid  nodular  disease 
for  over  a period  of  two  years.  Evaluation  of  these 
patients  included  laboratory  tests,  sonography,  radio- 
nuclear  scanning  and  ENA  cytology.  With  these  findings 
we  decided  to  operate  the  patients  or  treat  them 
medically.  Thriteen  patients  were  sent  to  surgery  and  four 
had  malignancy,  all  predicted  by  a Class  III  or  IV 
cytology.  Some  cystic  lesións  were  “cured”  by  ENA  and 
we  continue  to  observe  them. 

The  literature  reports  on  the  success  rate  of  suppres- 
sion therapy  for  solitary  nodules  varies  from  0 to  60%, 
with  0 to  38%  showing  a complete  response  and  10  to 
60%  a partial  response.^’  ’’  The  incidence  of 

malignancy  in  these  responders  is  unknown  because  no 
tissue  for  examination  was  obtained  in  such  patients. 

In  our  study,  we  treated  86  patients  with  oral  levo- 
thyroxine  in  an  attempt  to  suppress  solid  (or  mixed)  cold 
nodules.  Eour  lesions  disappeared  (4.7%)  while  42%  had 
a partial  response  (over  25%  reduction  in  size).  None 
increased  in  size. 

Thyroid  stimulating  hormone  (TSH)  receptors  are 
present  and  specific  binding  occurs  on  benign  and 
malignant  thryroid  tissue.  However,  less  binding 

is  observed  in  carcinomas  and  adenomas  as  compared  to 
'normal  thyroid."  Still,  it  is  unclear  how  this  translates  to 
clinical  responses  to  suppression  of  TSH  by  exogenous 
thyroid  hormone  among  nodules  that  represent  localized 
thyroiditis,  adenomas  or  carcinomas.  However,  even  in 
the  case  of  malignancy,  there  is  evidence  of  a higher 
survival  rate  for  patients  receiving  thyroid  hormones 
than  those  who  do  not  receive  it"’  " and  even  cases  of 
cancer  regression  in  patients  treated  with  thyroid 
hormone  alone  have  been  reported."’  " 

With  the  advent  of  ENA,  we  can  now  have  an  idea  of 
the  pathological  process  involved  in  thyroid  nodules, 
allowing  us  to  send  to  surgery  lesions  most  likely  to  be 
malignant  while  suppressing  probably  benign  lesions.  At 
present,  ENA  is  the  most  accurate  and  cost  effective 
method  for  selecting  patients  with  thyroid  nodules  to 
surgery.'*’  ^ At  our  institution,  we  can  now  achieve  a high 


sensitivity  (93%)  and  a good  specificity  (79%)  for  the 
detection  of  malignancy  with  this  test  (unpublished  data). 

Furthermore,  the  possibility  of  thyroid  malignancy 
must  always  be  viewed  in  the  context  of  other  clinical 
criteria  i.e.  family  history.  X-ray  exposure,  age,  sex,  phy- 
sical exam,  size  of  the  nodule,  glandular  aspect,  presence 
of  lymph  nodes,  multinodularity,  presence  of  antibodies, 
rate  of  lesion  growth  and  finally  the  possibility  of 
multiple  endocrine  syndromes. 

With  all  of  these  factors  taken  into  consideration  and 
with  the  help  of  ENA  cytology,  it  is  now  possible  to  make 
rational  therapeutic  selections." 

We  recommend  surgery  on  all  cytological  classes  III, 
IV  and  class  0 (if  repetition  of  ENA  fail  to  obtain 
material).  Because  of  the  virtual  impossibility  to  differen- 
tiate benign  from  malignant  should  probably  be  sent  to 
surgery  (all  of  our  patients  within  this  class  were 
eventually  sent  to  surgery  and  will  be  the  subject  of 
another  publication). 

In  patients  with  clinical,  laboratory  findings  and  ENA 
cytology  favoring  a benign  lesion,  an  attempt  on  suppres- 
sion should  be  undertaken.  If  the  lesion  decreases  in  size, 
further  medical  treatment  is  justified.  If  it  increases  in  size 
while  on  treatment,  then  surgery  should  be  performed, 
regardless  of  cytological  type. 

The  group  of  patients  with  benign  cytology  and 
absence  of  clinical  findings  suggestive  of  malignancy,  but 
whose  lesions  do  not  change  in  size  after  at  least  12 
months  of  supppression,  constitute  the  “gray  zone”  of 
this  syndrome.  According  to  Aschraft  and  Van  Herle,'*’  ^ 
the  probability  of  malignancy  in  such  lesions  would  be 
around  2.5  to  4%.  We  are  at  present  sending  most  of  these 
patients  to  surgery  unless  clinically  contraindicated  in 
which  case  we  repeat  ENA  yearly  while  continuing  sup- 
pression. 

Finally,  thyroid  cysts  that  recur  after  3 FN  As,  specially 
if  they  are  over  3.5  cm  in  diameter  and  hemorragic, 
should  be  treated  surgically. 

We  hope  that  further  experience  and  expertise  in  the 
field  of  ENA  cytology  and  perhaps  new  histopathologic 
techniques  will  be  the  key  for  future,  better  understand- 
ing, and  management  of  this  disease. 
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Resumen:  Evaluamos  103  pacientes  con  enfermedad 

nodular  del  tiroides  utilizando  pruebas  serológicas  de 
función  tiroidea,  sonografía,  gamagrafíay  aspiraciones  por 
aguja  fina.  Con  estos  datos  los  pacientes  eran  tratados 
quirúrgicamente  o médicamente  con  hormona  tiroidea 
exógena  oral.  Trece  (13)  pacientes  fueron  a cirugía  de  los 
cuales  cuatro  tenían  malignidad  y todos  fueron  diagnosti- 
cados previamente  por  citología.  Cuatro  (4)  quistes  desa- 
parecieron sin  recurrir  después  de  aspirados.  Ochenta  y 
seis  (86)  pacientes  fueron  suprimidos  con  tiroxina  oral  por 
un  período  de  entre  3 a 24  meses.  Cuatro  (4)  nódulos  (4.7%) 
desaparecieron  completamente  mientras  42%  de  las 
lesiones  tuvieron  una  respuesta  parcial. 
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(unction.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  Idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  In 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  In  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  ‘Dyazide’ 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  In  patients 
on  ‘Dyazide’  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
‘Dyazide’.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  ‘Dyazide 
interferes  with  fluorescent  measurement  of  guinidlne.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutlonal 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
ol  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
‘Dyazide’  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pahcreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  In  association  with  other  usual  calculus 
components.  Rare  Incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide’, 
although  a causal  relationship  has  not  been  established. 

Supplied:  Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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A report  to  the  American 
people  on  the  pit^;ress  of  the 
Statue  of  Liberty- 
Ellb  Island  restoration. 


Rwtographs  courtesy  oí  Peter  B.  Kaplan.  O 1986 


As  the  scaffolding  around  the  Statue  comes  down, 
it’s  going  up  just  a half  a mile  away  on  Ellis  Island.  Here  the 
work  is  just  beginning  for  the  second  half  of  this  great 
project  that  began  nearly  three  years  ago. 

We  can  be  proud  of  what  we  have  accomplished. 

The  Torch  of  Liberty  has  been  completely  rebuilt  by 
French  and  American  workers  starting  from  scratch.  It’s 
an  exact  duplicate  of  the  torch  that  was  installed  in  1886. 

A monumental  achievement 

In  addition,  we’ve  strengthened  every  part  of  the 
Statue.  We’ve  removed  the  rust,  replaced  1, 800  corroded 
iron  armatures  with  stainless  steel,  and  repaired  or 
replaced  the  rivets  that  bind  the  skin  to  the  framework. 

A new  spiral  stairway  leads  up  to  the  crovm,  as  well 
as  a new  emergency  elevator.  And  you’ll  be  able  to  visit  an 
expanded  American  Museum  of  Immigration  where  the 
name  of  every  contributor  is  listed  in  a permanent  registry. 

July  4, 1986,  the  day  of  the  Centennial  Celebration, 
will  climax  a monumental  achievement  of  volunteerism  at 
work.  The  restoration  of  the  Statue  is  on  time.  And  paid 
for.  And  so  is  the  upcoming  celebration.  The  Lady  will  be 
ready  for  the  great  unveiling.  And  with  your  continued 
support  we  will  be  able  to  turn  our  full  efforts  to  finishing 
the  job  on  Ellis  Island. 

The  Statue  of  Liberty  was  the  symbol  of  freedom. 

But  Ellis  Island  was  the  reality. 

Although  the  years  have  been  hard  on  the  Lady  with 
the  Torch,  they’ve  been  much  harder  on  Ellis  Island.  The 

B Great  Hall,  where  almost  half  of  all  Americans  can 
trace  their  ancestry  is  in  ruins.  It’s  here  in  the 
Great  Hall  the  restoration  work  is  beginning. 


A staircase,  similar  to  the  one  the  immigrants 
climbed,  will  be  built  and  the  Great  Hall,  where  formal 
medical  and  legal  inspections  were  held,  will  be  restored. 

On  the  second  and  third  floors,  a library  and  museum 
will  contain  memorabilia  the  immigrants  brought  from  their 
homeland.  An  oral  history  room  will  permit  visitors  to  hear 
their  actual  voices  as  they  relate  their  experiences. 

And  we’ll  provide  facilities  enabling  the  aged  and 
handicapped  to  visit  throughout  the  building. 

Liberty  will  be  reborn. 

Ellis  Island  will  be  restored. 

The  progress  of  the  restoration  is  an  affirmation  of 
the  American  people’s  belief  that  these  symbols  stand  for 
America’s  future,  not  just  its  past.  It’s  a tribute  to  the 
generosity  of  everyone  from  school  children  to  giant 
corporations  who  reached  into  their  pockets  to  get  this 
work  off  to  such  a good  start. 

When  the  work  is  done,  Ellis  Island  will  be  a living 
monument  to  the  courage  of  our  forefathers  who  came 
here  and  helped  build  a country.  It  must  not  die. 

That’s  why  I’m  asking  you  to  join  me  in  this  great 
campaign.  We  need  your  support  and  your  contributions  to 
continue.  Together  we  will  Keep  the  Dream  Alive'." 

L. 

Lee  A.  lacocca,  Chairman 

Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

Send  your  tax-deductible  contribution  to:  The  Statue  of  Liberty- 
Ellis  Island  Foundation,  Inc.,  PO.  Box  1986,  New  York,  N.Y.  10018. 


Respuestas  Fisiológicas  Máximas 
en  Gemelas  Adolescentes  con 
Prolapso  de  la  Válvula  Mitral 


Miguel  Angel  Rivera,  Ph.D. 
Miguel  Angel  Albarrán,  Ph.D. 
Arnaldo  I.  Rodriguez,  M.D. 


Resumen:  El  propósito  de  este  estudio  lo  fue  el 

determinar  varias  características  antropométricas  y res- 
puestas fisiológicas  máximas  al  ejercicio  ergométrico  en  un 
par  de  gemelas  (activa  vs.  sedentaria)  que  exhiben  el 
síndrome  de  prolapso  de  la  válvula  mitral.  Las  gemelas 
fueron  sometidas  aun  examen  médico  rutinario,  una  prueba 
ecocardiográfica,  y una  evaluación  fisiológica  que  incluyó 
la  prueba  de  ejercicio  ergométrico  Bruce  y la  determinación 
de  ventilación  pulmonar  máxima  (Ve  max),  consumo  de 
oxígeno  máximo  (VO2  max)  y frecuencia  cardíaca  máxima 
(FC  max).  La  evaluación  antropométrica  consistió  de  la 
determinación  de  edad,  peso,  talla,  espesor  de  pliegues 
cutáneos,  densidad  corporal,  y porcentaje  de  grasa.  La 
gemela  activa  había  participado  en  un  programa  de  acondi- 
cionamiento cardíorespíratorio  por  un  período  de  seis 
meses,  completando  un  promedio  de  veinte  millas  semana- 
les en  carrera  pedestres.  Los  resultados  demostraron  que  la 
gemela  activa  era  de  mayor  peso  corporal  con  un  menor 
procentaje  de  grasa  y exhibió  valores  mayores  que  la 
gemela  sedentaria  en  las  siguientes  variables:  Ve  max 
(L/min),  VO2  max  (ml/kg  '‘/min  ■'),  FC  max,  duración  en  la 
prueba  ergométrica  de  Bruce  y prueba  ecocardiográfica. 
No  se  observaron  anormalidades  electrocardiográficas 
durante  la  prueba  de  esfuerzo.  Las  respuestas  cardiorespí- 
ratorias  de  ambas  gemelas  comparan  favorablemente  con 
otros  estudios  efectuados  en  poblaciones  de  jóvenes  que 
exhiben  el  síndrome  de  prolapso  de  la  válvula  mitral  tanto 
activos  como  sedentarios.  En  conclusión,  el  porcentaje  de 
diferencia  entre  las  gemelas  puede  ser  atribuido  a los 
niveles  de  actividad  física. 

El  prolapso  de  la  válvula  mitral  (PVM)  es  probable- 
mente la  condición  congénita  cardíaca  de  mayor 
prevalencia  en  la  población  adulta' > ^ ^ 

particularmente  en  las  mujeres.',  ^ * Esta  condición 

también  ha  sido  identificada  en  atletas.'  Encuestas 
ecocardiográficas  sugieren  que  la  prevalencia  del  PVM  es 
de  4-7%  en  la  población  general  adulta'*’  * y de  un  17% 
en  la  población  de  mujeres  Jóvenes  saludables.’  Muchos 
investigadores  han  descrito  esta  condición  como  total- 
mente benigna. '*’  ’ Sin  embargo,  de  acuerdo  a Swartz  y 
Dack’  la  muerte  súbita  ha  sido  documentada  en 
aproximadamente  un  1.4%  de  todos  los  casos  reportados 
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en  la  literatura  inglesa.  Esta  alta  incidencia  de  muerte 
súbita  debe  ser  aceptada  con  mucha  cautela.  La  gran 
mayoría  de  los  individuos  con  el  PVM  no  buscan 
atención  médica,  por  lo  tanto  la  verdadera  incidencia  es 
probablemente  menor.  Swartz  y Dack’  han  propuesto 
una  clasificación  de  cuatro  subgrupos  para  los  casos  de 
PVM  la  cual  es  presentada  en  la  Tabla  1. 

Tabla  I 


Clasificación  de  los  Sujetos  con  Prolapso  de  la  Válvula  Mitral 


Grupo  1 

a.  Asintomáticos 

b.  Presencia  del  PVM  accidentalmente  determinada  por  ecocar- 
diografía 

c.  Clasificados  como  normales  debido  a que  no  exhiben  otra 
anomalía  cardíaca 

d.  Tratamiento  no  es  indicado 

Grupo  2 

a.  Asintomáticos  con  auscultación  positiva 

b.  ECG  normal  o cambios  no  específicos  en  segmento  ST  y onda  T 

c.  Ecocardiograma  normal  o que  demuestra  PVM 

d.  Condición  benigna 

Grupo  3 

a.  Sintomáticos 

b.  EKG  anormal  con  arritmias 

c.  Pacientes  bajo  medicamentos 

Grupo  4 

a.  Regurgitación  significativa  aguda  o crónica  y progresiva 

b.  Posible  necesidad  de  intervención  quirúrgica 


La  literatura  consultada  presenta  evidencia  de  familias 
en  las  cuales  varios  de  sus  miembros  exhiben  el  PVM,'° 
tanto  como  casos  en  que  un  solo  miembro  de  la  familia 
presenta  el  PVM  sin  que  este  se  demuestre  en  familiares 
cercanos. '*  Recientemente  Devereux  y sus  colegas"* 
presentaron  evidencia  en  respaldo  de  la  hipótesis  que 
establece  que  el  PVM  sintomático  tanto  como  asintomá- 
tico es  una  anomalía  cardíaca  autosomal  dominante 
heredada  con  expresión  dependiente  en  la  edad  y el  sexo. 
Los  estudios  de  Barlow  y Pocok’  y Jeresaty"  sugieren 
que  los  pacientes  que  exhiben  el  PVM  representan  a un 
grupo  heterogéneo  con  respecto  a la  etiología  del 
problema,  siendo  el  denominador  común  una  estructura 
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y función  anormal  del  músculo  papilar  y ventricular 
izquierdo  o anormalidad  en  el  anillo  mitral,  la  cuerda 
tendinosa  y sus  ramificaciones  o ambas. 

El  PVM  ha  sido  estudiado  y relacionado  con  proble- 
mas músculo  esqueletales,  de  tejido  conjuntivo  y anoma- 
lías del  somatotipo  entre  muchos.^’  Sin  embargo,  el 
contraste  antropométrico  y fisiológico  entre  gemelos 
idénticos  que  exhiben  el  PVM  no  ha  sido  extensamente 
estudiado.  El  propósito  de  esta  investigación  lo  fue  el 
estudiar  las  variables  antropométricas  y respuestas  fisio- 
lógicas máximas  al  ejercicio  ergométrico  en  un  par  de  ge- 
melas idénticas  con  diferentes  estilos  de  vida  que  exhiben 
el  síndrome  del  PVM. 


Metodología 

Un  par  de  gemelas  idénticas  de  16  años  de  edad  fueron 
evaluadas  mediante  un  historial  y examen  médico 
rutinario,  durante  el  cual  se  detectó  el  soplo  y sonido  sis- 
tólico  eyectivo  característico  del  PVM.*''  Este  diagnóstico 
fue  confirmado  mediante  ecocardiografía  en  modali- 
dad M.  Las  gemelas  no  evidenciaron  disturbios  emocio- 
nales, hipertiroidismo,  ni  arritmias  y el  historial  familiar 
para  el  síndrome  fue  positivo.  De  acuerdo  a los  patrones 
de  actividad  física  descritos  por  los  sujetos  (S’s),  estas 
fueron  clasificadas  como  gemela  activa  (GA)  y gemela 
sedentaria  (GS).  La  GA  al  momento  del  estudio  se  encon- 
traba participando  de  un  programa  de  acondiciona- 
miento cardiorespiratorio.  Este  programa  consistía  de 
carreras  pedestres.  Semanalmente  la  GA  recorría  un 
promedio  de  20  millas  (32.19  Km),  patrón  que  había 
mantenido  consistentemente  p.or  seis  meses. 

Una  evaluación  antropométrica  se  efectuó  mediante 
plicometría.  Seis  pliegues  cutáneos  fueron  utilizados  para 
la  determinación  de  la  densidad  y el  porciento  de  grasa 
corporal  según  descrito  por  Parizkova.'^  La  gemelas 
también  fueron  estudiadas  durante  una  prueba  de  ejerci- 
cio ergométrico  (PEE)  que  requirió  de  un  esfuerzo 
máximo.  Previo  a la  PEE  ambas  gemelas  fueron  familia- 
rizadas con  las  facilidades  del  Laboratorio  de  Fisiología 
de  Ejercicio  de  la  Clínica  de  Medicina  Deportiva,  el 
personal,  los  procedimientos  y el  equipo  a utilizarse.  Una 
hoja  de  consentimiento  fue  entregada,  leída  y firmada 
por  las  gemelas  y sus  padres.  El  protocolo  de  ejercicios 
ergométricos  para  banda  sin  fin  descrito  por  Bruce‘S  fue 


utilizado  para  la  evaluación  fisiológica  de  las  gemelas.  La 
frecuencia  cardíaca  (FC),  presión  arterial  (PA)  y el 
consumo  de  oxígeno  (VOj)  fueron  determinados  durante 
el  período  de  reposo  (posición)  decúbito-supino  y de  pie), 
cada  minuto  durante  la  PEE  hasta  el  punto  de  fatiga  total 
y durante  los  primeros  seis  minutos  de  período  de 
recuperación.  La  FC  fue  obtenida  utilizando  un  electro- 
cardiógrafo Burdick  de  12  canales.  El  VO2  fue  determi- 
nado directamente  utilizando  un  sistema  de  circuito 
abierto  computarizado  Erich  Jaeger  (Rockford,  111.). 
Previo  a cada  PEE  los  analizadores  de  oxígeno  y bióxido 
de  carbono  tanto  como  un  neumotacómetro  fueron 
calibrados.  El  volumen  de  gas  fue  corregido  a condicio- 
nes ambientales  ideales  de  temperatura,  presión  y 
humedad  estandard. 

Resultados 

Los  resultados  obtenidos  en  la  evaluación  antropomé- 
trica son  presentados  en  la  Tabla  11.  El  espesor  de  los 
pliegues  cutáneos  de  la  GA  fue  menor  que  el  de  la  GS.  Por 
consiguiente,  el  porciento  de  grasa  estimado  fue  menor 
para  la  GA  que  para  la  GS.  En  términos  morfológicos  la 
G A fue  de  menor  talla  que  la  GS,  aunque  el  peso  de  la  G A 
fue  mayor  que  el  de  la  GS. 

Las  respuestas  fisiológicas  máximas  son  presentadas 
en  la  Tabla  III.  La  GA  obtuvo  valores  mayores  que  la  GS 
en  cada  una  de  las  variables  evaluadas.  La  amplitud  del 
porciento  diferencial  fue  de  un  mínimo  de  12%  y un 

Tabla  2 


Variables  Antropométricas 


Variables 

Gemela 

Sedentaria 

Gemela 

Activa 

% 

Diferencia 

Edad 

años 

16 

16 

0 

Peso 

kg 

43.18 

44.54 

3 

Talla 

cm 

160.02 

157.48 

2 

Pliegues  cutáneos 
Axila 

mm 

14 

10 

28 

Tricep 

15 

12 

20 

Subescapular 

15 

12 

20 

Abdominal 

16 

10 

37 

Suprailiaco 

14 

08 

43 

Muslo 

25 

18 

28 

Densidad 

gm/cc 

1.0450 

1.0605 

1 

Grasa 

% 

23.23 

17.42 

25 

labia  3 


Respuestas  Fisiológicas 

Máximas 

Gemela 

Gemela 

% 

Variable 

Sedentaria 

Activa 

Diferencia 

Ventilación  máxima  (L/min) 

40.40 

73.60 

45 

Frecuencia  cardíaca  máxima  (l/min) 

Presión  arterial  máxima 

168.00 

190.00 

12 

diastólica  (mm  Hg) 

150.00 

180.00 

16 

sistólica  (mm  Hg) 

80.00 

80.00 

0 

Consumo  de  oxígeno  máximo  (L/min) 

1.50 

2.59 

42 

Consumo  de  oxígeno  máximo  (ml/kg"'/min  *') 

34.90 

58.80 

40 

0 ¡/latido  (ml/latido) 

8.90 

14.20 

47 

Duración  prueba  Bruce  (seg.) 

480.00 

840.00 

43 

239 


Miguel  Angel  Rivera.  Ph.D.,  el  a! 


Voi  7K  Núm. 


Tabla  4 


Valores  Ecocardiográficos 

Gemela 

Gemela 

% 

Variables 

Sedentaria 

Activa 

Diferencia 

Aurícula  izquierdo 

cm 

2.9 

2.6 

10 

Raíz  aórtica 

cm 

2.0 

2.1 

4 

Válvula  aórtica 

cm 

1.5 

1.7 

1 1 

Ventrículo  derecho 

cm 

0.9 

1.1 

18 

Ventrículo  izquierdo 

Diástole 

cm 

4.2 

4.6 

8 

Sístole 

cm 

2.4 

3.1 

12 

Pared  septal 

cm 

0.8 

0.8 

0 

% Acortamiento 

md 

36 

38 

5 

máximo  de  47%  para  la  frecuencia  cardíaca  y el  Oj/latido 
respectivamente.  La  presión  arterial  sistólica  no  demos- 
tró diferencias  porcentuales.  No  se  detectaron  arritmias, 
cambios  isquémicos,  cambios  en  segmento  ST  ni  onda  T, 
previo,  durante,  ni  después  de  la  PEE. 

La  Tabla  IV  presenta  los  resultados  de  la  prueba 
ecocardiográfica.  La  GA  demostró  tener  una  mayor 
dimensión  y volúmenes  en  todas  las  variables  evaluadas, 
exceptuando  el  atrio  izquierdo  donde  la  GS  obtuvo  un 
mayor  valor  (10%)  y la  pared  septal  donde  no  hubo  dife- 
rencia porcentual. 


Discusión 

Los  efectos  crónicos  del  ejercicio  aeróbico  han  sido 
descritos  por  varios  investigadores. '*>  Estos  efectos 
han  sido  relacionados  con  cambios  en  la  morfología  y el 
funcionamiento  de  los  sistemas  y órganos  del  cuerpo 
humano.  Los  resultados  de  la  prueba  de  antropometría 
indicaron  un  porciento  de  grasa  menor  en  la  GA  que  en  la 
GS.  La  reducción  del  contenido  total  de  grasa  en  el 
cuerpo  ha  sido  identificada  como  un  efecto  del  ejercicio 
aeróbico.'’’  Por  lo  tanto  podemos  asumir  que  la 

diferencia  encontrada  en  el  contenido  de  grasa  corporal 
entre  las  gemelas  es  debido  a unos  diferentes  patrones  de 
actividad  física.  El  costo  calórico  aproximado  de  correr 
20  millas  semanales  y la  consecuente  alteración  metabó- 
lica  relacionada  a un  aumento  en  el  VOj  post  actividad 
física”  respaldan  nuestro  planteamiento. 

Las  respuestas  fisiológicas  en  la  GA  fueron  asociadas 
con  un  alto  nivel  de  condición  cardiorespiratoria.'*’ En 
este  S’,  de  todos  los  parametros  evaluados,  el  Vüj  (58.80 
mi  ''/kg/min  "'  ) y la  duración  de  la  prueba  ergométrica 
(840  seg.)  fueron  los  más  sobresalientes.  El  alto  nivel  de 
condición  cardi orespiratoria  y las  respuestas  fisiológicas 
exhibidas  por  la  GA  compararon  favorablemente  con  los 
niveles  encontrados  en  una  población  activa  de  edad 
similar  que  no  exhibe  el  PVM.'*  Especulamos  que  la 
intensidad  de  los  patrones  de  actividad  física  realizados 
por  la  GA  fueron  efectuados  a las  intensidades  reque- 
ridas para  inducir  cambios  en  los  sistemas  de  transporte  y 
utilización  de  oxígeno.  Los  niveles  de  condición  cardio- 
respiratoria  de  la  GS  fueron  típicos  de  personas  de  edad 
similar  que  exhiben  patrones  de  vida  sedentaria. 


El  ecocardiograma  de  modalidad  M de  la  GA  y GS 
confirmaron  el  PVM.  Los  valores  ecocardiográficos  en 
relación  a las  dimensiones  y volúmenes  de  las  cámaras 
cardíacas  demostraron  diferencias  mínimas  en  términos 
porcentuales.  El  lapso  de  tiempo  transcurrido  desde  el 
cual  la  GA  ha  mantenido  un  patrón  de  vida  activa,  posi- 
blemente no  ha  sido  suficiente  como  para  que  se 
demuestren  marcadas  diferencias  porcentuales  en  las 
dimensiones  y volúmenes  de  las  cámaras  cardiacas  según 
evaluadas  por  la  prueba  ecocardiográfica. 

En  conclusión  hemos  demostrado  que  las  respuestas 
fisiológicas  de  las  gemelas  pueden  ser  atribuidas  a sus 
estilos  de  vida  y que  la  presencia  del  PVM  no  indujo 
cambios  isquémicos,  (cambios  en  el  segmento  ST  y onda  T,) 
ni  arritmias  previo  a,  durante  ni  después  de  la  PEE. 


Abstract:  The  purpose  of  this  study  was  to  determine 

several  anthropometric  and  physiological  responses  to 
maximal  treadmill  exercise  in  a couple  of  female  twins 
(active  vs.  sedentary)  with  echocardiographically  proven 
mitral  valve  prolapse  syndrome.  The  twins  underwent  a medical 
and  physiological  evaluation  that  included  a Bruce 
treadmill  test  for  assessment  of  maximal  pulmonary  venti- 
tion  (Ve  max),  maximal  oxygen  consumption  (VO2  max), 
and  maximal  heart  rate  (HR  max).  The  anthropometrical 
variables  evaluated  were:  age,  height,  weight,  skinfolds, 
body  density,  and  percent  body  fat.  The  active  twin  was 
participating  in  an  endurance  training  program,  running  an 
average  of  twenty  miles/week  over  a period  of  six  months. 
The  results  indicated  that  the  active  twin  was  heavier  than 
the  sedentary  twin  but  with  a lower  percentage  of  body  fat. 
The  active  twin  also  showed  higher  values  for:  Ve  max 
(L/min),  VO2  max  (mlAg  ‘'/min''  ),  HR  max,  and  for  the 
echocardiogram.  No  ECG  abnormalities  were  observed 
during  the  maximal  test.  The  maximal  cardiorespiratory 
measures  compared  favorably  with  studies  reported  for 
normal  sedentary  and  active  subjects.  In  conclusion,  the 
percentage  differences  between  twins  may  be  attributed  to 
physical  activity  levels. 
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?oro  de  medicina  Ruclear 


A Test  for  Le  Veen  Shunt  Patency 


Wanda  Bcitrán,  M.D. 
Samuel  Sostre,  M.D. 


Abstract:  Recurrent  ascites  after  the  placement  of  a Le 

Veen  shunt  is  a condition  that  requires  a test  to  determine  if 
the  shunt  is  obstructed  or  malfunctioning.  In  this  com- 
munication we  describe  a single  and  accurate  radionuclide 
test  to  evaluate  Le  Veen  shunt  patency. 


Case  Summary 

A 55  year  old  male  with  alcoholic  cirrhosis  was  admit- 
ted to  the  hospital  with  severe  ascites,  hepatic 
encephalopathy  and  liver  function  deterioration.  After 
intensive  medical  treatment  the  encephalopathy  im- 
proved but  ascites  persisted.  Four  years  prior  to  this 
admission  he  had  a Le  Veen  shunt  placed  to  relieve  his 
ascites.  He  continued  to  drink  heavily  until  just  prior  to 
the  present  admission. 

*4»a  III 

i I 1 I 

I I I I 

I I Í t. 

Figure  1.  Image  obtained  every  second  reveal  rapid  upward  flow  in  the 
shunt  tubing  (a)  after  injection  of  tracer  into  the  shunt  valve  (b). 


From  ihe  Nuclear  Medicine  Service,  Veterans  Administration  Medical 
and  Regional  Office  Center,  San  Juan.  Puerto  Rico 


The  presence  of  refractory  ascites  in  a patient  with  a Le 
Veen  shunt  necessarily  leads  to  the  question  of  possible 
shunt  dysfunction  and  a shunt  patency  examination  was 
performed. 

Two  mCi  of  Tc  -MAA  (macroaggregated  albumin) 
were  injected  in  the  shunt  reservoir  (valve)  and  images  of 
the  distal  tube  and  chest  were  obtained  every  second  for 
one  minute  and  then  every  5 minutes  for  30  minutes. 
Rapid  upward  flow  of  the  tracer  in  the  tube  with  progres- 


Figure  2.  Image  of  the  chest  and  abdomen  obtained  two  minutes  after 
tracer  injection  demonstrates  well  Ihe  valve  (a),  shunt  tubing  'j),  tubing 
bend  to  enter  Ihe  superior  vena  cava  (c)  and  tracer  uptake  in  both 
lungs  (d).  Normal  tracer  flow  from  the  valve  to  the  lungs  establishes 
patency  of  the  shunt. 
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sive  accumulation  in  the  lungs  establishes  patency,  while 
persistence  of  the  tracer  at  the  site  of  the  injection 
provides  evidence  for  complete  obstruction.  Slow  tracer 
movement  with  delayed  lung  visualization  is  seen  with 
partial  obstruction  or  a malfunctioning  valve. 

Our  study  revealed  very  rapid  flow  in  the  distal  tube 
(Fig.  1)  and  early  lung  visualization  (Fig.  2)  establishing 
the  patency  of  the  shunt. 

Discussion 

The  Le  Veen  peritoneovenous  shunt  (PVS)  provides  a 
safe  and  effective  therapy  in  cases  of  refractory  ascites. 
The  PVS  diverts  ascitic  fluid  from  the  peritoneal  cavity 
into  the  superior  vena  cava  (SVC).  The  drainage  system 
consists  of  a one-way  polypropylene  valve,  a perforated 
intraperitoneal  silicone  tubing  and  a distal  silicone 
venous  tubing  which  empties  into  the  SVC.  The  valve 
(usually  in  the  closed  position)  opens  for  a pressure 
gradient  exceeding  3-5cm  of  water  between  the  peritoneal 
cavity  and  intrathoracic  SVC. 

Initially,  the  Le  Veen  shunt  was  used  exclusively  in 
patients  with  intractable  ascites  and  circulatory  failure  of 
cirrhosis,  but  later  its  use  was  extended  to  other  types  of 
ascites  such  as  malignant  ascites,  chylosis,  Budd-Chiari 
syndrome,  nephrogenic  ascites  and  other  rare  diseases. 
Hepatic  encephalopathy,  active  liver  injury  with  jaundice 
and  severe  coagulopathy  disorders  are  relative  contra- 
indications. 

Failure  of  the  patients  to  respond  following  shunt 
implantation  can  be  due  to  decompensating  cirrhosis, 
escessive  salt  intake,  congestive  heart  failure,  super- 
imposed hepatoma  or  to  shunt  obstruction  or  dysfunction. 

It  is  obvious  that  a method  to  detect  shunt  dysfunction 
should  be  extremely  valuable.  Occlusion  or  malfunctions 
of  the  shunt  occur  in  5-15%  of  patients.  The  failure  is 
often  caused  either  by  deposition  of  fibrinoid  material  in 
the  valve  or  by  clots  in  the  distal  tube  or  vena  cava.  Both, 
with  dysfunction  or  obstruction,  the  flow  in  the  tubing  is 
decreased  or  absent  and  surgical  revision  is  necessary. 

Injection  of  radiographic  contrast  material  in  the 
tubing,  contrast  cavograms  and  doppler  ultrasound  have 
been  used  but  proven  to  be  too  invasive,  insensitive  or 
inaccurate. 

The  use  of  radiotracers  for  the  detection  of  shunt 
dysfunction  is  considered  the  technique  of  choice 
at  present.  Different  radiopharmaceuticals  have  been 
employed  and  methods  injecting  the  tracer  in  the 
peritoneal  cavity  and  in  the  shunt  tubing  have  been 
described. 

In  our  case  we  have  used  macroaggregated  albumin 
labeled  with  99m  technetium  with  direct  injection  into  the 
tubing.  Normal  flow  in  the  distal  tube  and  rapid  tracer 
uptake  in  the  lungs  excludes  shunt  dysfunction. 

This  was  the  case  in  our  patients  in  whom  the  refrac- 
tory ascites  was  due  to  decompensating  cirrhosis 
secondary  to  his  persistent  alcohol  consumption,  rather 
that  to  shunt  obstruction. 

This  technique  is  extremely  sensitive  and  specific.  No 
false  positive  or  false  negative  examinations  have  been 
reported  in  the  literature.  It  is  simple,  fast,  non-invasive 
and  carries  very  little  radiation  risk  for  the  patient. 


When  the  possibility  of  a Le  Veen  shunt  occlusion  or 
dysfunction  is  considered,  a radionuclide  patency 
examination  should  be  the  first  test  performed. 


Resumen:  La  recidiva  de  ascitis,  después  de  una 

derivación  de  Le  Veen,  requiere  determinar  si  el  sistema 
esta  obstruido  o disfuncionante.  Esta  comunicación 
describe  una  prueba  nuclear  simple  y efectiva  para 
determinar  si  la  derivación  de  Le  Veen  está  patente  o no. 
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AVISO 

La  Junta  Editora  del  Boletín  de  la  Asociación 
Médica  de  Puerto  Rico  se  ha  dado  a la  tarea  de 
encuadernar  los  volúmenes  que  están  pendientes 
desde  hace  17  años. 

Hay  varios  de  ellos  que  están  incompletos, 
pues  faltan  varios  números.  Estos  son; 


• diciembre  1970 

• enero  1971 

• julio  1976 

• enero  1980 

• febrero  1982 


Si  alguien  posee  alguno  de  estos  y quiere 
donarlos  para  proceder  a la  encuadernación  del 
volumen  puede  llamar  al  Sr.  Pagán  en  la 
Asociación  (721-6969)  durante  las  mañanas. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


La  Salud  Durante  el  Embarazo  y el 
Primer  Año  de  Vida  en  Puerto  Rico: 

Progreso  Hacia  los  Objetivos 
Nacionales  de  Salud  para  1990 

(Vil) 

José  G.  Rigau-Pérez,  M.D.,  F.A.A.P.* 


Resumen:  De  los  19  objetivos  nacionales  de  salud  para 

1990  referentes  a los  embarazos  y la  salud  infantil,  ninguno 
está  alcanzado  en  Puerto  Rico.  Once  objetivos  están  siendo 
perseguidos  (conseguir  para  la  isla  una  tasa  de  mortalidad 
infantil  no  mayor  de  9,  y una  mortalidad  neonatal  no  mayor 
de  6.5  por  mil,  una  mortalidad  materna  no  mayor  de  5 por 
cien  mil,  y una  proporción  de  recién  nacidos  de  bajo  peso  no 
mayor  del  5%;  conseguir  para  cada  municipio  una  tasa  de 
mortalidad  infantil  no  mayor  de  12,  una  proporción  de 
recién  nacidos  de  bajo  peso  no  mayor  del  9%,  y una 
proporción  de  embarazadas  sin  cuidado  prenatal  durante  el 
primer  trimestre  no  mayor  del  10%;  y que  mujeres  e 
infantes  reciban  servicios  de  salud  mediante  un  sistema 
regionalizado  de  atención  primaria,  secundaria,  y terciaria, 
con  partos  apropiadamente  atendidos,  cernimiento  neona- 
tal para  enfermedades  metabólicas,  y cuidado  primario  en 
la  infancia).  Necesitan  trabajarse  desde  el  plano  más  básico 
los  8 objetivos  restantes  (disminuir  las  tasas  de  mortalidad 
perinatal,  defectos  del  tubo  neural,  hemólisis  neonatal,  y 
Síndrome  Fetal  de  Alcohol,  conseguir  que  los  recién 
nacidos  salgan  del  hospital  en  asientos  de  seguridad  para 
viajes  en  automóviles,  que  las  mujeres  en  edad  reproductiva 
conozcan  los  riesgos  al  embarazo  por  mala  nutrición, 
fumar,  ingerir  alcohol,  o usar  drogas,  que  las  embarazadas 
tengan  acceso  a diagnóstico  prenatal  y terapia,  y que  haya 
un  sistema  para  la  evaluación  longitudinal  del  impacto  de 
factores  prenatales  en  el  desarrollo  de  los  niños).  La 
obtención  de  estos  objetivos  en  Puerto  Rico,  al  igual  que  en 
los  Estados  Unidos,  exige  la  cooperación  de  diversas 
instituciones  gubernamentales,  académicas  y cívicas. 


*“ Medical  Epidemiologist,  Division  of  Field  Services,  Centers  for 
Disease  ControF’ 

Director,  Division  de  Epidemiología,  Departamento  de  Salud  de  Puerto 
Rico,  Apartado  71423,  Correo  General  de  San  Juan,  Puerto  Rico  00936 


En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años.'  Quince  asuntos  prio- 
ritarios fueron  identificados:  control  de  la  hipertensión, 
planificación  familiar,  salud  durante  el  embarazo  y el 
primer  año  de  vida,  inmunizaciones,  enfermedades  de 
trasmisión  sexual,  control  de  agentes  tóxicos,  seguridad  y 
salud  ocupacional,  prevención  de  accidentes  y control  de 
traumatismos,  fluorización  y salud  dental,  vigilancia  y 
control  de  enfermedades  infecciosas,  fumar  y el  deterioro 
en  la  salud,  abuso  de  alcohol  y drogas,  nutrición,  acondi- 
cionamiento físico  y ejercicio,  control  del  estrés  y el 
comportamiento  violento.  Dentro  de  cada  área  se  especi- 
ficaron los  objetivos  a alcanzar  para  1990.  Estos 
objetivos  (226  en  total),  planteados  de  manera  mensura- 
ble, se  desarrollaron  en  consulta  con  más  de  quinientos 
expertos  de  los  sectores  público  y privado,  que  represen- 
taban agencias  de  salud  federales,  estatales  y locales, 
grupos  de  consumidores,  organizaciones  de  voluntarios  y 
profesionales  de  salud.  Las  metas  se  establecieron 
tomando  en  cuenta  las  tendencias  actuales  de  factores 
pertinentes,  tales  como  cambios  demográficos,  estilos  de 
vida  y la  disponibilidad  de  fondos,  y detallando  lo  que  se 
asumió  ocurriría  con  estos  factores  en  la  década  de  198 1 a 
1990.  Las  metas  han  de  alcanzarse  por  los  esfuerzos  de 
toda  la  gama  de  agencias  e instituciones  públicas  y priva- 
das, de  personas  y comunidades,  y no  se  han  establecido 
como  una  responsabilidad  federal.  El  gobierno  federal  se 
ve  llamado  a dirigir,  catalizar  y respaldar  un  esfuerzo  co- 
lectivo con  móviles  locales,  y lleva  a cabo  evaluaciones 
periódicas  del  proogreso  hacia  esos  objetivos. 

La  tasa  de  mortalidad  infantil  es  el  mejor  índice  de  la 
salud  de  un  pueblo,  porque  resume  el  efecto,  para  el  indi- 
viduo y la  comunidad,  de  los  servicios  médicos  preventi- 
vos y curativos.^  Ninguna  otra  estadística  revela  mejor  la 
diferencia  entre  una  sociedad  de  suficiencia  y una  de 
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carencia,  pues  la  tasa  de  mortalidad  infantil  es  particular- 
mente sensitiva  a la  distribución  de  recursos.  Los  prome- 
dios per  capita  de  ingresos,  abastos  de  alimentos,  agua 
pura,  o atención  médica  encubren  las  privaciones  que 
padecen  los  habitantes  de  regiones,  clases  socioeconó- 
micas, o grupos  étnicos  determinados.  La  tasa  de  morta- 
lidad infantil  refleja  la  disponibilidad  de  los  recursos  para 
todos  los  segmentos  de  la  población,  y se  afecta  cuando 
algún  grupo  sufre  privaciones.* 

La  mortalidad  infantil  y la  mortalidad  materna  son 
afectadas  profundamente  por  patrones  de  salud,  aten- 
ción médica,  y conducta,  que  están  fuera  de  lo  que  tra- 
dicionalmente se  considera  la  atención  perinatal.  Para 
una  exploración  más  detallada  de  esos  factores,  y espe- 
cialmente para  cuatro  objetivos  en  este  artículo  (h.  inci- 
dencia del  Síndrome  Fetal  de  Alcohol,  k.  asientos  de 
seguridad  para  bebés  en  automóviles,  1.  conocimientos 
maternos  sobre  nutrición  apropiada  y los  hábitos 
nocivos,  r.  cuidado  primario  de  salud  para  todos  los 
niños),  el  lector  puede  ver  también  los  objetivos  relacio- 
nados con  estos  temas,  en  artículos  ya  publicados  de  esta 
serie,  en  las  áreas  de  inmunizaciones,  enfermedades  de 
trasmisión  sexual,  planificación  familiar,  seguridad  y 
salud  ocupacional,  o en  artículos  futuros  sobre  control  de 
agentes  tóxicos,  prevención  de  accidentes  y control  de 
traumatismos,  fumar  y el  deterioro  en  la  salud,  abuso  de 
alcohol  y drogas,  y nutrición. 


Métodos 

Las  metas  aquí  reseñadas  fueron  traducidas  por  el 
autor  y se  citan,  en  comillas,  tal  como  aparecen  en  el  texto 
original  en  inglés.’  Los  estimados  de  incidencia  mencio- 
nados como  parte  de  la  cita  se  refieren  siempre  a los 
Estados  Unidos.  Cada  meta  se  rotuló  “AA”,  “P”,  o “I” 
de  acuerdo  con  los  siguientes  criterios:  AA  (aparente- 
mente alcanzada)  si  la  evidencia  disponible  indica  que  el 
estado  de  la  enfermedad  o de  la  técnica  de  salud  pública  al 
momento  actual  en  Puerto  Rico  concuerda  con  lo 
deseado  para  1990;  P (perseguida)  si  hay  al  momento  un 
esfuerzo  de  recogida  de  datos  respecto  al  problema  y/o 
un  programa  establecido  para  el  control  de  la  enferme- 
dad o prestación  del  servicio;  I (indocumentada)  si  la 
información  específica  que  estipula  el  objetivo  no  se 
conoce  para  Puerto  Rico. 

Un  estudio  adecuado  de  las  actividades  de  control  y las 
causas  de  la  mortalidad  infantil  en  Puerto  Rico  abarcaría 
fácilmente  la  extensión  de  un  libro.  Las  estadísticas 
vitales  recogen  mucha  información  que  no  se  puede 
publicar  en  todo  detalle  en  los  informes  anuales,  pero  que 
está  disponible  para  el  uso  de  los  investigadores  de  la 
salud  pública.  Además  hav  dos  estudios  recientes  (1981  y 
1982)  que  examinan  las  tendencias  de  la  mortalidad 
infantil  en  la  isla  de  1955  a 1980. ">  Este  artículo  se 
limita  a comentar  los  datos  publicados  o de  fácil  elabora- 
ción respecto  a los  objetivos  nacionales  relacionados  con 
la  salud  durante  el  embarazo  y el  primer  año  de  vida.  Se 
citan  informes  mimeografiados  y comunicaciones  per- 
sonales de  oficiales  de  agencias  de  salud,  pero  no  se  han 
considerado  en  detalle  los  estudios  inéditos  llevados  a 


cabo  por  estudiantes,  para  llenar  requisitos  de  cursos  o de 
graduación,  pues  usualmente  son  investigaciones  de 
muestras  muy  pequeñas,  que  producen  conclusiones  de 
aplicabilidad  general  cuestionable. 

Los  datos  de  mortalidad  se  extrajeron  de  los  informes 
anuales  de  estadísticas  vitales  del  Departamento  de  Salud 
de  Puerto  Rico,  y de  los  análisis  detallados  inéditos  que 
hace  la  Oficina  de  Desarrollo  de  Sistemas  de  Información, 
(Administración  de  Facilidades  y Servicios  de  Salud, 
Departamento  de  Salud)  de  los  certificados  de  defunción 
que  se  cumplimentan  cada  año,  con  las  causas  de  muerte 
identificadas  por  número,  según  la  novena  edición  de  la 
“International  Classification  of  Diseases,  Injuries  and 
Causes  of  Death”  (ICDA-9).” 

Las  tasas  de  mortalidad  utilizadas  en  este  artículo  son 
las  siguientes: 

mortalidad  infantil:  el  número  de  muertes  anuales  de 
niños  menores  de  un  año  de  edad,  dividido  por  el  número 
de  nacidos  vivos  ese  año,  y multiplicado  por  mil.  (Tasa  de 
mortalidad  infantil  = tasa  de  mortalidad  neonatal  + 
mortalidad  infantil  tardía). 

mortalidad  neonatal:  el  número  de  muertes  anuales  de 
niños  menores  de  28  días  de  edad,  dividido  por  el  número 
de  nacidos  vivos  ese  año,  y multiplicado  por  mil. 

mortalidad  infantil  tardía  “postneonatal”:  el  número  de 
muertes  anuales  de  niños  desde  28  días  hasta  menos  de  un 
año  de  edad,  dividido  por  el  número  de  nacidos  vivos  ese 
año,  y multiplicado  por  m.il. 

mortalidad  perinatal:  el  total  de  muertes  fetales  tardías 
(sobre  28  semanas  de  gestación)  sumadas  a las  muertes  de 
infantes  menores  de  7 días  de  edad,  por  cada  1,000 
nacidos  vivos  y muertes  fetales  tardías.’ 

mortalidad  materna:  el  número  de  muertes  anuales  en 
mujeres  embarazadas,  o hasta  42  días  después  del  fin  del 
embarazo,  irrespectivo  de  la  duración  o localización  del 
embarazo,  por  cualquier  causa  relacionada  a,  o agravada 
por,  el  embarazo  o su  manejo,  pero  no  por  causas 
accidentales  o incidentales,  dividido  por  el  número  de 
nacidos  vivos  ese  año,  y multiplicado  por  cien  mil.’'* 

Repetidas  veces  los  objetivos  mencionan  “condados”, 
las  unidades  políticas  en  que  están  divididos  casi  todos 
los  estados  de  la  Unión.  Los  condados  son  colectividades 
de  extensión  geográfica  intermedia  entre  pueblo  (o 
ciudad)  y estado,  que  no  existen  en  Puerto  Rico  excepto 
para  propósitos  electorales  (los  distritos  senatoriales),  o 
conveniencia  administrativa  de  las  agencias  de  gobierno 
(por  ejemplo,  las  regiones  de  los  Departamentos  de  Salud 
e Instrucción  Pública,  que  no  son  idénticas).  En  Puerto 
Rico  el  municipio  o pueblo  incluye  dentro  de  sus  límites 
no  sólo  el  área  urbana  de  esa  población,  sino  también 
varios  barrios  de  carácter  rural.  Por  eso,  el  progreso  hacia 
los  objetivos  señalados  para  los  condados  se  ha  evaluado 
para  los  pueblos  (o  municipios)  en  Puerto  Rico.  Las  tasas 
de  mortalidad  o atención  médica  por  pueblo  se  refieren  al 
pueblo  de  residencia  habitual  de  la  madre,  no  al  munici- 
pio donde  nace  la  criatura.  Aunque  el  total  oficial  de 
pueblos  es  78  (incluyendo  las  dos  islas-municipio,  Vieques 
y Culebra),  en  este  artículo  se  consideran  79,  porque  las 
estadísticas  vitales  presentan  datos  específicos  para  Río 
Piedras,  municipio  anexado  al  de  San  Juan  hace  varias 
décadas. 
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Objetivos  para  1990  o antes 

Mejoramiento  del  estado  de  salud 

a.  “Para  1990,  la  tasa  nacional  de  mortalidad  infantil 
(muertes  en  bebés  menores  de  un  año  de  edad)  deberá 
reducirse  a no  más  de  9 muertes  por  1,000  nacidos  vivos. 
(En  1978,  la  tasa  de  mortalidad  infantil  era  13.8  por  1,000 
nacidos  vivos.)” — P 

De  1945  a 1975  la  tasa  de  mortalidad  infantil  en  Puerto 
Rico  disminuyó  espectacularmente,  de  93.4  a 20.9 
muertos  menores  de  un  año  de  edad  por  mil  nacidos 
vivos.  Después,  el  descenso  anual  ha  sido  inexistente  o 
muy  pequeño,  hasta  que  la  tasa  ha  llegado  a 17.3  en  1983, 
más  alta  que  la  de  cualquier  estado  de  Estados  Unidos.'^’ 

b.  “Para  1990,  ningún  condado,  y ningún  grupo  racial 
o étnico  de  la  población  (por  ejemplo,  negros,  hispanos, 
indios)  deberá  tener  una  tasa  de  mortalidad  infantil  sobre 
12  muertes  por  1,000  nacidos  vivos.  (En  1978,  la  tasa  de 
mortalidad  infantil  para  blancos  era  12.0  por  1,000 
nacidos  vivos;  para  negros,  23.1  por  1,000  nacidos  vivos; 
para  indios  americanos,  13.7  por  1,000  nacidos  vivos;  no 
hay  tasa  de  referencia  disponible  para  hispanos  por 
separado.)” — P 

En  Puerto  Rico  no  hay  grupos  étnicos  o raciales  mino- 
ritarios identificados  en  las  estadísticas  vitales.  Y en  vez 
de  condados  las  unidades  políticas  son  los  municipios. 
De  1980  a 1983,  el  83%  de  los  municipios  tuvo  una  tasa  de 
mortalidad  infantil  anual  mayor  de  12.  La  tasa  máxima 
(38.6)  correspondió  a Loíza  (en  1982).  En  la  lista  de  los 
diez  municipios  con  peores  tasas  cada  año,  diez  pueblos 
figuran  dos  años,  pero  Juana  Díaz  se  repite  los  cuatro 
años,  con  tasas  desde  35.4  (1980)  hasta  28.0  (1983). 

Hay  que  advertir  que  las  tasas  de  mortalidad  infantil 
anual  por  pueblo  son  muy  variables,  especialmente  en  las 
poblaciones  pequeñas  con  pocos  nacimientos  o pocas 
muertes,  como  por  ejemplo,  el  municipio  de  Culebra. 

c.  “Para  1990,  la  tasa  de  mortalidad  neonatal  (muertes 
en  bebés  menores  de  28  días  de  edad)  deberá  reducirse  a 
no  más  de  6.5  muertes  por  1,000  nacidos  vivos.  (En  1978, 
la  tasa  de  mortalidad  neonatal  era  9.5  por  1,000  nacidos 
vivos.)” — P 

La  tasa  de  mortalidad  neonatal  en  Puerto  Rico  ha 
bajado,  casi  imperceptiblemente,  de  14.97  en  1980,  a 
13.92  muertes  de  infantes  menores  de  28  días  de  edad,  por 
mil  nacidos  vivos  en  1983. Esta  tasa  es  más  del 
doble  de  lo  que  el  objetivo  pide  para  1990,  y desde  1982, 
es  mayor  que  la  mortalidad  neonatal  en  la  población 
negra  de  Estados  Unidos  (13.1  en  1982,y  12.4en  1983).^'’ 

d.  “Para  1990,  la  tasa  de  mortalidad  perinatal  deberá 
reducirse  a no  más  de  5.5  por  1,000.  (En  1977,  la  tasa  de 
mortalidad  perinatal  era  15.4  por  1,000.)” — I 

Esta  tasa  no  se  puede  actualmente  computar  para 
Puerto  Rico,  pues  la  información  en  los  certificados  de 
defunción  de  natimuertos  no  se  entra  en  el  sistema  de 
computadoras  que  prepara  las  tabulaciones  de  las  estadís- 
ticas vitales.  Los  informes  de  estadísticas  vitales  publican 
anualmente  unas  tablas,  preparadas  a mano,  que 
presentan  el  número  de  natimuertos  (muertes  fetales  sobre 
20  semanas  de  gestación),  sin  especificar  cuáles  son 
muertes  fetales  tardías  (sobre  28  semanas  de  gestación). 
Es  claro  que  este  objetivo  no  se  ha  alcanzado,  pues  sólo 


contando  las  muertes  de  infantes  menores  de  7 días  de 
edad,  la  tasa  de  1980  a 1983  está  cerca  de  12  por  mil.'^’ 

e.  “Para  1990,  la  tasa  de  mortalidad  materna  no 
excederá  5 por  100,000  nacidos  vivos  para  ningún 
condado,  ni  para  ningún  grupo  étnico  (por  ejemplo, 
negros,  hispanos,  indios  americanos).  (En  1978,  la  tasa 
general  era  9.6.  La  tasa  para  negros  era  25.0,  para  blancos 
era  6.4,  para  indios  americanos  12.1;  no  hay  tasa  de 
referencia  disponible  para  hispanos  por  separado.)” — P 

La  tasa  promedio  de  mortalidad  materna  en  Puerto 
Rico  de  1980  a 1983  fue  10.8,  y el  número  de  muertes 
maternas  registradas  varió  de  4 (en  1983)  a 12  (en  1981), 
pero  el  número  real  de  muertes  es  varias  veces  mayor.  Un 
estudio  intensivo  de  las  muertes  asociadas  al  embarazo  en 
1978  y 1979  demostró  que,  además  de  las  17  muertes 
registradas  por  las  estadísticas  vitales,  había  otras  45 
muertes  identificables  mediante  vigilancia  expandida. 
Dicho  de  otra  forma,  el  número  de  muertes  relacionadas 
al  embarazo  identificadas  por  el  estudio  era  casi  400% 
mayor  que  lo  que  se  puede  encontrar  mediante  el  sistema 
usual  de  estadísticas  vitales. Otra  faceta  del  mismo 
estudio  encontró  que  no  había  diferencia  en  el  riesgo  de 
mortalidad  materna  asociado  con  el  lugar  de  residencia, 
urbano  o rural,  de  la  embarazada.^"* 

f.  “Para  1990,  la  incidencia  de  defectos  congénitos  del 
tubo  neural  deberá  reducirse  a 1.0  por  1,000  nacidos 
vivos.  (En  1979,  la  tasa  era  1.7  por  1,000.)” — I 

En  Puerto  Rico  no  hay  un  registro  de  malformaciones 
congénitas  que  provea  los  datos  que  pide  este  objetivo. 
Las  estadísticas  vitales  registran  un  promedio  de  26 
muertes  anuales  por  defectos  del  tubo  neural  (rubros 
ICDA-9:  740-742.0:  anencefalia,  espina  bífida  sin  anence- 
falia,  hidrocéfalo  sin  anencefalia,  y encefalocele)  de  1980 
a 1983.  El  “Center  for  Environmental  Health”  del 
Servicio  de  Salud  Pública  de  Estados  Unidos  tiene  un 
programa  de  vigilancia  de  defectos  congénitos  (“Birth 
Defects  Monitoring  Program”)  que  utiliza  la  informa- 
ción sobre  diagnósticos  de  alta  que  algunos  hospitales 
(principalmente  privados)  envían  a la  “Commission  for 
Professional  Hospital  Activities”  (Ann  Arbor,  Michigan). 
Los  datos  provenientes  de  Puerto  Rico  desde  1970  hasta 
mediados  de  1984,  y que  proceden  de  una  muestra  no 
representativa  de  todos  los  recién  nacidos  en  la  isla, 
indican  que  la  tasa  de  incidencia  promedio  de  defectos  del 
tubo  neural  fue  1.73  por  mil  nacidos  vivos.  La  tasa 
general  para  todos  los  estados  y Puerto  Rico  fue  1.57.  La 
tasa  de  espina  bífida  sin  anencefalia  para  la  isla  fue  0.87,  y 
la  tasa  para  todas  las  áreas  fue  0.57,  pero  las  demás  tasas 
para  la  isla  fueron  muy  parecidas  a las  tasas  generales. 

g.  “Para  1990,  la  incidencia  de  hemólisis  neonatal  por 
incompatibilidad  del  factor  Rhesus  deberá  reducirse  a 
una  tasa  menor  de  1.3  por  1,000  nacidos  vivos.  (En  1977, 
la  tasa  era  1.8  por  1,000.)” — I 

Un  estudio  llevado  a cabo  en  el  Hospital  Municipal  de 
San  Juan,  de  1961a  1963,  encontró  que  20  de  8,476  recién 
nacidos  (2.36  por  mil  nacidos  vivos)  desarrollaron  eritro- 
blastosis  por  incompatibilidad  del  factor  Rhesus  (Rh).^^ 
Desde  1967-68  es  posible  prevenir  esta  complicación  si, 
después  del  nacimiento  o aborto  de  cada  infante  Rh- 
positivo,  se  le  administra  a las  madres  Rh-negativas 
inmunoglobulina  con  altos  títulos  anti-Rh.^^’  Las 
estadísticas  vitales  de  1980  a 1983  sólo  registran  una 
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muerte  (un  varón  en  1983)  por  incompatibilidad  del 
factor  Rhesus  (rubro  ICDA-9:  773.0).  Los  únicos  otros 
datos  de  referencia  sobre  el  número  de  recién  nacidos  que 
actualmente  padecen  este  problema  en  Puerto  Rico 
provienen  del  “Birth  Defects  Monitoring  Program” 
mencionado  en  el  objetivo  anterior.  Estos  datos,  que 
como  arriba  se  indica  no  son  representativos  de  toda  la 
población,  señalan  una  incidencia  promedio  de  0.81 
casos  de  hemólisis  por  incompatibilidad  Rh  por  mil 
nacidos  vivos. 

h.  “Para  1990,  la  incidencia  de  infantes  nacidos  con 
Síndrome  Fetal  de  Alcohol  deberá  reducirse  por  25%. 
(En  1977,  la  tasa  era  1 por  2,000  nacimientos.)  Nota; 
Mismo  objetivo  incluido  bajo  el  área  de  Abuso  de  alcohol 
y drogas.” — I 

Las  estadísticas  vitales  de  1980  a 1983  no  registran 
ninguna  muerte  por  Síndrome  Fetal  de  Alcohol  (rubro 
ICDA-9:  760.71),  pero  no  hay  datos  de  referencia  sobre  el 
número  de  recién  nacidos  que  padecen  este  problema  en 
Puerto  Rico.  La  existencia  del  problema  es  indudable, 
pues  en  un  pequeño  número  de  mujeres  participantes  en 
los  Programas  contra  Alcoholismo  en  San  Juan  y Río 
Piedras  en  1980,  se  encontró  que  2 de  24  madres  habían 
tenido  criaturas  con  Síndrome  Fetal  de  Alcohol,  y los 
recién  nacidos  de  otras  más  tuvieron  características 
aisladas  que  sugerían  efectos  de  alcohol  en  el  feto.^’ 
Además,  según  un  estudio  realizado  por  el  Departamento 
de  Servicios  contra  la  Adicción,  el  grupo  etario  femenino 
con  más  alta  prevalencia  de  consumo  de  alcohol  en 
Puerto  Rico  es  el  de  15  a 39  años,  y especialmente  el  de  15 
a 19  años.^° 

Reducción  de  factores  de  riesgo 

i.  “Para  1990,  los  bebés  de  bajo  peso  (menor  o igual  a 
2,500  gramos,  ó 5 libras  8 onzas)  deberán  constituir  no 
más  del  5%  de  todos  los  nacidos  vivos.  (En  1978,  la 
proporción  era  7.0%  de  todos  los  nacimientos.)” — P 

Cada  año,  de  1980  a 1983,  los  bebés  de  bajo  peso  han 
constituido  el  9%  de  todos  los  nacidos  vivos  en  Puerto 
Rico.'^’  Aquí,  como  en  el  objetivo  c,  la  estabilidad  es 
una  seña  ominosa,  que  indica  falta  de  progreso  en 
controlar  el  mayor  factor  de  riesgo  para  la  mortalidad 
infantil. 

Mayor  concientizacíón  pública  y profesional 

j.  “Para  1990,  ningún  condado,  y ningún  grupo  racial 
o étnico  de  la  población  (por  ejemplo,  negros,  hispanos, 
indios  americanos)  deberá  tener  una  incidencia  de  infan- 
tes de  bajo  peso  (nacidos  prematuramente,  y bebés  de 
bajo  peso  para  su  edad  gestacional  que  pesen  menos  de 
2,500  gramos)  sobre  9%  de  todos  los  nacidos  vivos.  (En 
1978,  la  tasa  para  blancos  era  cerca  de  5.9%;  para  indios, 
cerca  de  6.7%;  para  negros,  cerca  de  12.9%;  no  hay  tasas 
de  referencia  disponibles  para  hispanos  por  separado. 
Las  tasas  en  algunos  países  son  de  5%  o menos.)” — P 

De  1980  a 1983  el  45%(promedio  anual)  de  los  pueblos 
de  la  isla  tuvieron  una  incidencia  de  infantes  de  bajo  peso 
mayor  de  9%,  o sea  cerca  de  35  de  los  79  pueblos.  Las 
tasas  máximas  para  cada  uno  de  esos  años  se  vieron  en 
Cataño(12.3%  en  1980),  Peñuelas  (13.0  en  1981),  Loíza 
(13.2  en  1982),  y Santa  Isabel  (14.4  en  1983).  En  la  lista  de 


los  cinco  municipios  con  peores  tasas  cada  año,  cuatro 
pueblos  figuran  dos  años  (Cataño,  Peñuelas,  Loíza,  y 
Morovís),  y Culebra  se  encuentra  por  tres  años  consecu- 
tivos (1981-83).  Este  cuatrienio  las  tasas  mínimas  de 
incidencia  de  infantes  de  bajo  peso  se  vieron  en  Culebra 
(3.6%  en  1980),  Naguabo  (5.5  en  1981),  Luquillo  (5.4  en 
1982),  y Cabo  Rojo  (5.8  en  1983).  Entre  los  cinco  munici- 
pios con  las  mejores  tasas  cada  año,  sólo  Vieques  y 
Barceloneta  figuran  dos  años.  Las  tasas  de  Culebra  están 
computadas  a base  de  números  pequeños,  y por  lo  tanto 
son  inestables,  y pueden  parecer  contradictorias.  Por  eso 
puede  estar  Culebra  un  año  entre  los  pueblos  con 
menores  tasas,  y al  año  siguiente  en  el  grupo  de  mayores 
tasas.  Es  alarmante  observar  la  general  tendencia  cre- 
ciente de  estas  tasas  a lo  largo  de  los  cuatro  años 
estudiados.^® 

k.  “Para  1990,  la  mayoría  de  los  bebés  deben  salir  del 
hospital  en  asientos  de  seguridad  para  viajes  en  automó- 
viles. (No  hay  datos  de  referencia  disponibles.)” — I 

Este  objetivo  es  casi  idéntico  al  objetivo  j.  del  área  de 
prevención  de  accidentes  y control  de  traumatismos,  que 
pide  que  por  lo  menos  el  50%  de  los  bebés  deben  salir  del 
hospital  en  asientos  de  seguridad  para  viajes  en  automó- 
viles.' Sobre  esta  estrategia  de  prevención  no  hay  datos  de 
referencia  disponibles  para  Puerto  Rico. 

Mayor  concientizacíón  pública  y profesional 

l.  “Para  1990,  el  85%  de  la  mujeres  en  edad  reproduc- 
tiva deben  poder  escoger  alimentos  sabiamente  (poder 
describir  las  necesidades  nutricionales  específicas  del 
embarazo),  y comprender  los  peligros  de  fumar,  ingerir 
alcohol,  y usar  productos  farmacéuticos  y otras  drogas 
durante  el  embarazo  y la  lactancia.  (No  hay  datos  de 
referencia  disponible.)” — I 

No  hay  datos  de  referencia  locales  disponibles  respecto 
a este  objetivo.  Un  estudio  llevado  a cabo  por  la  Escuela 
de  Salud  Pública  de  la  Universidad  de  Puerto  Rico, 
“Centers  for  Disease  Control”,  y los  “National  Institutes 
of  Health”,  entrevistó  en  1982  a 3, 175  mujeres  de  toda  la 
isla,  de  15  a 49  años  de  edad.  A la  pregunta:  “¿Considera 
que  el  fumar  cigarrillos  durante  el  embarazo  puede  ser 
dañino  para  el  bebé?”  el  98.2%  (3,1 18  de  ellas)  contestó 
que  sí.  De  total  de  participantes,  sólo  487  (15.3%)  confe- 
saron que  eran  fumadoras  al  momento  de  ser  entrevista- 
das.^' Algunos  estudios  sobre  los  otros  temas  en  este 
objetivo  se  han  llevado  a cabo,  pero  sus  hallazgos  no  son 
aplicables  fuera  de  las  pequeñas  poblaciones  estudiadas. 
Por  ejemplo,  una  encuesta  de  35  mujeres  de  14  a 19  años 
de  edad  y en  el  tercer  trimestre  de  su  embarazo,  encontró 
que  el  85.7%  de  ellas  tenía  conocimientos  deficientes  o 
muy  deficientes  sobre  los  efectos  del  alcohol  en  el  feto, 
pero  el  88.2%  dijo  no  haber  consumido  hedidas  alcohóli- 
cas durante  el  embarazo. 

Mejoramiento  en  los  servicios  y la  protección 

m.  “Para  1990,  virtualmente  todas  las  mujeres  e 
infantes  deberán  recibir  servicios,  a niveles  apropiados  a 
sus  necesidades,  de  un  sistema  regionalizado  de  atención 
primaria,  secundaria,  y terciaria,  para  cuidado  prenatal, 
maternal,  y perinatal.  (En  1979,  aproximadamente  el 
12%  de  los  nacimientos  ocurrieron  en  áreas  geográficas 
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servidas  por  ese  tipo  de  sistema.)” — P 

El  Departamento  de  Salud  persigue  este  objetivo  desde 
hace  varios  años,  y su  “Manual  de  normas  y procedi- 
mientos para  los  servicios  prenatales:  nivel  primario”  da 
instrucciones  específicas  y detalladas  para  llevar  a cabo 
las  actividades  mencionadas  en  el  objetivo.”  No  hay  un 
estudio  que  mida  cuán  consistentemente  han  sido  aplica- 
das las  normas  promulgadas  a nivel  central.  Los  Centros 
de  Salud,  y Centros  de  Diagnóstico  y Tratamiento  llevan 
a cabo  esas  actividades  con  cobertura  y efectividad 
variables,  debido  a limitaciones  de  personal  y presu- 
puesto. La  atención  perinatal  a nivel  terciario  sufre  de  las 
mismas  limitaciones. 

n.  “Para  1990,  la  proporción  de  mujeres  en  cualquier 
condado  o grupo  racial  o étnico  (por  ejemplo,  negros, 
hispanos,  indios  americanos)  que  no  tengan  cuidado 
prenatal  durante  el  primer  trimestre  del  embarazo,  no 
excederá  el  10%.  (En  1978,  40%  de  las  madres  negras,  y 
45%  de  madres  indias  americanas  no  recibieron  cuidado 
prenatal  durante  el  primer  trimestre;  el  porciento  en 
hispanas  se  desconoce.)” — P 

Las  estadísticas  vitales  indican  que,  en  los  cuatro  años 
de  1980  a 1983  sólo  en  un  municipio  (Guaynabo),  en  un 
sólo  año  (1983),  la  proporción  de  mujeres  que  no  recibió 
cuidado  prenatal  durante  el  primer  trimestre  del 
embarazo  no  excedió  el  10%  (fue  el  9.0%).  El  promedio 
para  todos  los  pueblos  de  la  isla  en  esos  años  fue  33.4%,  es 
decir,  que  la  tercera  parte  de  los  embarazos  en  Puerto 
Rico  no  tuvieron  atención  médica  en  sus  primeros  tres 
meses.  Las  tasas  máximas  de  desatención  para  todos  esos 
años  se  vieron  en  Guánica  (50.7%  en  1980,  65.2  en  1981, 
74.5  en  1982,  y 67.9  en  1983).  En  la  lista  de  los  cinco 
municipios  con  peores  tasas  cada  año,  Vieques  y 
Guayanilla  figuran  dos  años.  Salinas  y Peñuelas  tres 
años,  y Yauco  y Guánica  los  cuatro  años.  Las  menores 
tasas  de  desatención  temprana  se  vieron  en  Utuado 
(20.2%  en  1980,  y 17.5  en  1981),  Trujillo  Alto  (12.8  en 

1982) ,  y,  como  ya  se  ha  mencionado,  Guaynabo  (9.0  en 

1983) .  Entre  los  cinco  pueblos  con  las  menores  tasas  cada 
año,  Utuado  se  encuentra  dos  veces,  y Loíza  y Trujillo 
Alto  figuran  los  cuatro  años  consecutivos.^® 

Un  estudio  reciente  sobre  el  cuidado  prenatal  en 
Puerto  Rico,  llevado  a cabo  con  los  datos  registrados  en 
los  certificados  de  nacimientos  ocurridos  en  1980, 
encontró  que  el  99%  de  las  madres  recibieron  algún  tipo 
de  cuidado  prenatal,  pero  sólo  el  63%  de  ellas  lo  recibió 
en  el  primer  trimestre  del  embarazo.  Además  sólo  el  37% 
hizo  por  lo  menos  10  visitas  prenatales  a su  médico.  El 
65%  de  las  madres  residentes  en  áreas  urbanas 
comenzaron  el  cuidado  prenatal  en  el  primer  trimestre 
del  embarazo,  en  contraste  con  un  60%  de  las  residentes 
en  áreas  rurales.  Las  madres  muy  jóvenes,  las  de  edad 
sobre  40  años,  las  que  estaban  en  su  segundo  (o  posterior) 
embarazo,  y las  solteras  o en  unión  consensual,  más 
frecuentemente  empezaron  el  cuidado  prenatal  después 
del  primer  trimestre  de  embarazo.  Lo  mismo  ocurrió  con 
las  mujeres  que  no  habían  completado  12  años  de  escuela, 
y las  que  no  estaban  empleadas.” 

o.  “Para  1990,  vírtualmente  todas  las  mujeres  embara- 
zadas a alto  riesgo  de  llevar  un  feto  con  una  condición 
diagnosticable  in  ulero,  deberán  tener  acceso  a consejería 
e información  sobre  amniocentesis  y diagnóstico  prena- 
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tal,  y acceso  a terapia,  según  sea  indicado.  (En  1978,  cerca 
del  10%  de  la  mujeres  embarazadas  de  35  años  o más 
edad  se  sometieron  a amniocentesis.  No  hay  datos  de 
referencia  disponibles  para  otros  grupos  de  alto 
riesgo.)” — 1 

No  hay  datos  de  referencia  locales  respecto  a este 
obejtivo.  La  amniocentesis  se  lleva  a cabo  para  informar 
a la  madre  sobre  la  condición  del  feto,  sobre  todo  si  hay 
sospecha  de  que  la  criatura  padezca  una  enfermedad  o 
malformación  congénita.  Ninguna  de  las  dependencias 
centrales  o regionales  del  Departamento  de  Salud  tienen 
un  programa  de  diagnóstico  prenatal  que  cubra  la 
población  de  embarazadas  a alto  riesgo  de  la  isla. 

p.  “Para  1990,  virtualmente  todas  las  mujeres  que  den 
a luz  deben  tener  un  parto  apropiadamente  atendido  y 
seguro,  con  atención  provista  de  manera  aceptable  para 
ellas  y sus  familias.  (En  1977,  menos  del  0.3%  de  los 
nacimientos  ocurrieron  sin  la  atención  de  un  médico  o 
comadrona.  Además,  de  los  nacimientos  atendidos  por 
médico  o comadrona,  una  porción  desconocida  no  son 
satisfactorios  para  las  mujeres  o sus  familiares.)” — P 

De  1981  a 1983  sólo  el  0.2%  de  los  nacimientos 
registrados  en  Puerto  Rico  ocurrieron  en  el  hogar  de  la 
madre,  y una  fracción  aún  menor  (0.06-0.07%)  ocurrió 
sin  ninguna  asistencia  de  médico  o comadrona.  Se 
desconoce  la  porción  de  los  partos  cuya  atención  no  es 
satisfactoria  para  las  madres  o sus  familias.”, 

q.  “Para  1990,  virtualmente  todos  los  recién  nacidos 
deben  participar  de  cernimiento  neonatal  para  enferme- 
dades metabólicas  para  las  cuales  existen  pruebas  y trata- 
mientos efectivos  y eficientes  (por  ejemplo,  fenilcetonuria 
— ‘PKU’ — e hipotiroidismo  congénito).  (En  1978,  cerca 
del  75%  de  los  recién  nacidos  participaban  de  cerni- 
miento para  ‘PKU’;  en  los  primeros  años  de  la  década  de 
los  1970s,  cerca  del  3%  participaban  de  cernimiento  para 
hipotiroidismo,  y ahora  la  tasa  aumenta  rápidamente.)” — P 

La  primera  detección  de  casos  de  fenilcetonuria 
(“PKU”)  en  Puerto  Rico  ocurrió  en  1966.”  El  Recinto  de 
Ciencias  Médicas  de  la  Universidad  de  Puerto  Rico  abrió 
en  1977  una  clínica  de  detección  de  anemia  falciforme 
(“sickle  cell”),  y desde  1981  está  llevando  a cabo  cerni- 
miento de  recién  nacidos  para  “PKU”  e hipotirodismo. 
El  cernimiento  cubre  sólo  una  fracción  de  los  recién 
nacidos  en  San  Juan  y los  pueblos  cercanos.” 

r.  “Para  1990,  virtualmente  todos  los  infantes  deberán 
recibir  un  cuidado  primario  de  salud  que  incluya: 
atención  a niños  sanos  (‘well  child  care’),  evaluación  del 
crecimiento  y desarrollo;  inmunizaciones,  cernimiento, 
diagnóstico  y tratamiento  para  condiciones  que  necesiten 
servicios  especiales;  consejería  apropiada  sobre  nutri- 
ción, seguridad  e automóviles,  y prevención  de  otros 
accidentes  tales  como  envenenamientos.  (No  hay  datos 
de  referencia  disponibles.)” — P 

El  Departamento  de  Salud  persigue  este  objetivo  desde 
hace  varios  años,  y su  manual  de  “Normas  y procedi- 
mientos para  las  instituciones  de  nivel  primario”  da  ins- 
trucciones específicas  y detalladas  para  llevar  a cabo  las 
actividades  mencionadas  en  el  objetivo.”  No  hay  un 
estudio  que  mida  cuán  consistentemente  han  sido 
aplicadas  las  normas  promulgadas  a nivel  central.  Los 
Centros  de  Salud,  y Centros  de  Diagnóstico  y Tratamiento 
llevan  a cabo  esas  actividades  con  cobertura  y efectividad 
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variables,  debido  a limitaciones  de  personal  y presu- 
puesto. Esas  deficiencias  llevan  a situaciones  como  el 
brote  de  sarampión  en  San  Juan  y los  pueblos  limítrofes, 
de  1984  a 1985,  cuando  se  demostró  que  la  cobertura 
inmunitaria  contra  esa  enfermedad  era  exigua  en  los 
niños  de  edad  pre-escolar.^* 

Mejoramiento  en  los  servicios  de  vigilancia  y evaluación 

s.  “Para  1990,  debe  haber  un  sistema  en  operación 
para  la  evaluación  longitudinal  e inclusiva  del  impacto  de 
una  variedad  de  factores  prenatales  (por  ejemplo, 
exposición  materna  a radiación,  ultrasonido,  cambios 
dramáticos  en  temperatura,  agentes  tóxicos,  fumar,  uso 
de  alcohol  y drogas,  ejercicio,  o estrés)  en  el  desarrollo 
físico  y sicológico  de  infantes  y niños.” — I 

No  hay  al  presente  en  Puerto  Rico,  ni  en  Estados 
Unidos,  un  sistema  como  el  que  pide  este  objetivo. 

Discusión 

La  mortalidad  infantil  en  Puerto  Rico  ha  sido  objeto  de 
frecuentes  y documentados  estudios  desde  hace  largo 
tiempo.  Las  características  del  problema  han  sido  clara- 
mente identificadas.  En  los  últimos  50  años  el  descenso  en 
la  mortalidad  infantil  ha  sido  extraordinario.  Ese  cambio 
radica  mucho  más  en  el  componente  de  la  mortalidad 
infantil  tardía  que  en  el  de  la  mortalidad  neonatal.  La 
mortalidad  infantil  tardía  bajó  de  79.1  muertos  por  mil 
nacidos  vivos  en  1935,  a 3.9  en  1976  (un  descenso  de 
95%);  la  mortalidad  neonatal  bajó  de  35.6  a 15.9  (descen- 
dió 55%)  en  ese  mismo  período.”  Para  1983,  las  915 
muertes  neonatales  fueron  el  80.3%  de  todas  las  muertes 
(1140)  en  el  primer  año  de  vida.  Ese  año  la  tasa  de 
mortalidad  infantil  tardía  fue  3.4,  y la  mortalidad 
neonatal  fue  13.9,  demostrando  escasa  disminución 
desde  1976.'^  Es  claro  entonces  que  actualmente  la  alta 
mortalidad  neonatal  es  la  que  produce  las  elevadas  tasas 
de  mortalidad  infantil  en  la  isla. 

De  las  915  muertes  neonatales  en  Puerto  Rico  en  1983, 
el  29.8%  (273)  fue  causado  por  problemas  relacionados 
con  gestación  corta  y peso  bajo  (rubro  ICDA-9:  765),  y el 
24.0%  (220)  por  el  síndrome  de  sufrimiento  respiratorio 
(“respiratory  distress  syndrome”)  y otras  condiciones 
respiratorias  del  feto  y el  recién  nacido  (rubros  ICDA-9: 
769-770).'^  Los  datos  de  1980  a 1982  son  muy  similares  a 
los  de  1983.  Más  de  la  mitad  de  las  muertes  neonatales  en 
Puerto  Rico  se  produjeron  por  condiciones  que  están 
claramente  ligadas  al  crecimiento  intrauterino,  en  térmi- 
nos de  peso  y de  maduración  fisiológica  de  la  criatura. 
Los  estudios  ya  citados  de  Pérez,  y Fuller  y Ramírez  de 
Arellano,  examinando  la  mortalidad  infantil  en  la  isla  en 
1976  y 1980,  respectivamente,  señalaron  que  las  muertes 
antes  del  año  de  edad  no  estaban  relacionadas  con  el  mes 
de  nacimiento,  la  residencia  en  área  urbana  o rural,  o la 
residencia  de  la  madre  en  alguna  de  las  regiones  adminis- 
trativas del  Departamento  de  Salud.  El  factor  de  riesgo 
más  notable  fue  el  bajo  peso  al  nacer  (menor  o igual  a 5 
libras  8 onzas,  o 2.5  kilos).  A menor  peso  al  nacer,  mayor 
fue  la  probabilidad  de  muerte.  En  1976  el  58%  de  los 
niños  muertos  antes  del  año  de  edad  tuvieron  bajo  peso  al 
nacer,  y en  1980  la  proporción  fue  56%.  En  comparación 
con  las  madres  entre  20  y 35  años  de  edad,  las  madres 


menores  de  20  años  de  edad  o mayores  de  35  tuvieron 
criaturas  con  mayor  probabilidad  de  morir  antes  de  su 
primer  cumpleaños.  Los  hijos  nacidos  fuera  de  matri- 
de  matrimonio  legal  (ilegítimos)  tuvieron  mayor  tasa  de 
mortalidad  que  los  hijos  legítimos. “>  ” 

De  los  19  objetivos  nacionales  de  salud  para  1990 
referentes  a los  embarazos  y la  salud  infantil,  ninguno 
está  alcanzado  en  Puerto  Rico.  Once  objetivos  están 
siendo  perseguidos  (conseguir  para  la  isla  una  tasa  de 
mortalidad  infantil  no  mayor  de  9,  y una  mortalidad 
neonatal  no  mayor  de  6.5  por  mil,  una  mortalidad 
materna  no  mayor  de  5 por  cien  mil,  y una  proporción  de 
recién  nacidos  de  bajo  peso  no  mayor  de  5%;  conseguir 
para  cada  municipio  una  tasa  de  mortalidad  infantil  no 
mayor  de  12,  una  proporción  de  recién  nacidos  de  bajo 
peso  no  mayor  del  9%,  y una  proporción  de  embarazadas 
sin  cuidado  prenatal  durante  el  primer  trimestre  no 
mayor  del  10%;  y que  mujeres  e infantes  reciban  servicios 
de  salud  mediante  un  sistema  regionalizado  de  atención 
primaria,  secundaria,  y terciaria,  con  partos  apropia- 
damente atendidos,  cernimiento  neonatal  para  enferme- 
dades metabólicas,  y cuidado  primario  en  la  infancia). 
Necesitan  trabajarse  desde  el  plano  más  básico  los  8 
objetivos  restantes  (disminuir  las  tasas  de  mortalidad 
perinatal,  defectos  del  tubo  neural,  hemólisis  neonatal,  y 
Síndrome  Fetal  de  Alcohol,  conseguir  que  los  recién 
nacidos  salgan  del  hospital  en  asientos  de  seguridad  para 
viajes  en  automóviles,  que  las  mujeres  en  edad  reproduc- 
tiva conozcan  los  riesgos  al  embarazo  por  mala  nutrición, 
fumar,  ingerir  alcohol,  o usar  drogas,  que  las  embaraza- 
das tengan  acceso  a diagnóstico  prenatal  y terapia,  y que 
haya  un  sistema  para  la  evaluación  longitudinal  del 
impacto  de  factores  prenatales  en  el  desarrollo  de  los 
niños). 

¿Qué  se  ha  hecho  recientemente  en  Puerto  Rico  para 
disminuir  la  mortalidad  infantil?  De  1978  a 1982  dos 
regiones  administrativas  del  Departamento  de  Salud,  la 
región  de  Caguas  y la  de  Bayamón,  llevaron  a cabo  pro- 
yectos especiales  para  mejoramiento  del  resultado  de  los 
embarazos  (“Improved  pregnancy  outcome  — IPO”), 
con  fondos  federales  y estatales.  Ambas  regiones  estable- 
cieron sistemas  de  educación  a la  comunidad  y a los 
proveedores  de  salud  respecto  al  cuidado  del  embarazo, 
revisaron  sus  sistemas  de  referido  y seguimiento  de 
pacientes  de  alto  riesgo,  y llevaron  a cabo  estudios  sobre 
las  necesidades  de  la  población  adolescente.  Cada  región 
desarrolló  también  otros  servicios  especiales  según  sus 
necesidades.  El  informe  final  del  proyecto  no  indica  si  se 
consiguió  reducir  el  porciento  de  recién  nacidos  de  bajo 
peso,  pero  de  1978  a 1982  ambas  regiones  redujeron  sus  tasas 
de  mortalidad  infantil  y neonatal,  por  16-17%  en  Caguas, 
y 8-9%  en  Bayamón.  Ambas  lograron  un  aumento  en  el 
número  promedio  de  visitas  prenatales  por  paciente, 
110%  en  Caguas  (2.1  a 4.4)  y 23%  en  Bayamón  (4.3  a 5.3 
visitas  por  paciente).  Estos  cambios  son  de  mayor 
magnitud  de  lo  que  fueron  para  el  resto  de  la  isla  en  ese 
período.''® 

Por  la  abundancia  de  datos  disponibles  sobre  el  tema  es 
evidente  que  el  sistema  de  estadísticas  vitales  del  Depar- 
tamento de  Salud  le  presta  especial  atención  a la  elabora- 
ción y presentación  de  datos  detallados  sobre  la 
mortalidad  infantil  cada  año  en  la  isla.  Hay  que  resaltar 
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(pues  no  lo  recalcan  los  informes  anuales  de  estadísticas 
vitales)  que  desde  1979  el  Departamento  de  Salud  tiene 
un  sistema  de  pareo  de  los  certificados  de  muerte  con  los 
correspondientes  certificados  de  nacimiento  de  los 
muertos  antes  del  año  de  edad.  Esto  se  lleva  a cabo 
através  de  un  pareo  manual  inicial  en  el  Registro 
Demográfico,  y un  pareo  computarizado  en  la  Oficina  de 
Desarrollo  de  Sistemas  de  Información.  Con  el  pareo  se 
trata  de  detectar  y reducir  el  subregistro  de  muertes  y de 
nacimientos,  y se  hacen  posibles  estudios  de  cohorte 
como  el  citado  para  1976  (que  entonces  se  hizo  a mano).'" 
Por  ejemplo,  los  datos  del  archivo  pareado  de  muertes 
infantiles  han  sido  utilizados  recientemente  en  el  estudio 
de  “Centers  for  Disease  Control”  sobre  mortalidad 
infantil  en  todos  los  Estados  Unidos  y Puerto  Rico 
(“National  Infant  Mortality  Surveillance”).  Nos  falta,  sin 
embargo,  que  se  incluyan  en  el  sistema  computarizado 
los  datos  en  los  certificados  de  defunción  de  los  nati- 
muertos. 

Necesitamos  datos  para  evaluar  la  situación  en  Puerto 
Rico  respecto  a la  incidencia  de  defectos  congénitos  del 
tubo  neural,  la  incidencia  del  Síndrome  Fetal  de  Alcohol , 
y la  tasa  de  hemólisis  neonatal  (objetivos  f,  g,  h),  y la 
influencia  de  hábitos  nocivos  (fumar,  adicción  a drogas  o 
alcohol)  en  los  resultados  del  embarazo  (objetivo  1), 
datos  para  los  cuales  se  necesita  un  programa  de  vigilan- 
cia de  defectos  congénitos,  o estudios  especiales  sobre 
esos  temas,  imposibles  de  estudiar  através  de  las 
estadísticas  vitales. 

Es  necesario  conocer  las  actitudes  y los  patrones  de 
comportamiento  de  la  población,  especialmente  de  las 
mujeres  de  edad  fértil,  para  intervenir  preventivamente, 
antes  de  que  estilos  de  conducta  nocivos  causen  cambios 
alarmantes  en  las  estadísticas  de  mortalidad.  Por  eso  se 
piden,  en  estos  objetivos,  estudios  sobre  los  conoci- 
mientos y los  comportamientos  de  las  embarazadas 
respecto  a nutrición,  fumar,  alcoholismo,  y dependencia 
de  drogas.  La  necesidad  de  un  registro  de  defectos  congé- 
nitos es  clara,  pues  las  malformaciones  congénitas  son 
una  causa  frecuente  de  muerte  infantil  cada  año.  De  1980 
a 1983,  del  12.5  al  11.8%  (12.5%  en  promedio,  es  decir,  la 
octava  parte)  de  las  muertes  de  infantes  menores  de  un 
año  fueron  causadas  por  defectos  congénitos  (rubros 
ICDA-9:  740.0-759.9).^°  No  es  posible  prevenir  ni 
controlar  los  defectos  congénitos,  sin  un  registro  para 
definir  las  características  del  problema  en  Puerto  Rico. 
Tampoco  se  pueden  prevenir  los  estragos  de  las  enferme- 
dades metabólicas  congénitas,  si  no  se  cuenta  con  un 
programa  de  cernimiento  neonatal  que  sirva  a todos  los 
recién  nacidos  de  la  isla.  Casi  todos  los  Estados  Unidos 
(47  de  50)  han  establecido  programas  mandatorios  de 
cernimiento  neonatal,  porque  han  reconocido  los 
beneficios  médicos  y económicos  que  la  población  deriva 
de  estos  servicios.^ 

Los  factores  de  riesgo  para  la  mortalidad  infantil  en 
Puerto  Rico  no  son  una  característica  especial  de  la  isla. 
También  para  los  Estados  Unidos  el  bajo  peso  al  nacer  es 
el  principal  determinante  de  la  mortalidad  infantil,  espe- 
cialmente en  el  período  neonatal,  cuando  también  allá 
ocurre  la  mayoría  de  las  muertes  en  menores  de  un  año  de 
edad.  Las  causas  y las  soluciones  para  el  problema  de  la 
mortalidad  infantil  en  Estados  Unidos  fueron  amplia- 
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mente  debatidas  en  1985,  en  una  publicación  del  Instituto 
de  Medicina  de  la  Academia  Nacional  de  Ciencias,  y en 
artículos  relacionados  en  la  prensa  médica.''^"'''  Ante  los 
recortes  presupuestarios  que  han  sufrido  recientemente 
los  programas  federales  y estatales  destinados  a garan- 
tizar la  alimentación  y el  cuidado  médico  de  madres  y 
niños  pobres,  el  Instituto  de  Medicina  recomendó  que  los 
gobiernos  federal  y estatal  asuman  mayor  responsabi- 
lidad (y  provean  más  fondos)  para  garantizar  la  disponi- 
bilidad de  atención  prenatal,  y suplementación  nutricio- 
nal  adecuadas  para  todas  las  embarazadas.''^’  '*®  Además 
recomendó  el  Instituto  que  los  proveedores  de  atención 
prenatal  amplíen  la  gama  de  sus  servicios  preventivos, 
para  ofrecer  consejería  nutricíonal  y sicosocial,  y proveer 
estrategias  para  abandonar  comportamientos  nocivos, 
como  el  fumar.  El  informe  reconoció  la  necesidad  de  que 
los  aseguradores  que  pagan  por  cuidado  prenatal  (inclu- 
yendo Medicaid)  paguen  también  por  esos  servicios 
preventivos  expandidos  (incluyendo  identificación  de 
riesgos,  educación  en  salud  al  momento  de  planificar  el 
embarazo,  y en  los  años  antes  del  embarazo),  y que  la 
comunidad  provea  los  recursos  para  modificarlos  riesgos 
una  vez  que  estos  son  identificados.'** 

Para  Puerto  Rico,  nada  más  la  evaluación  del  objetivo  n 
(donde  se  ve  que  en  algunos  municipios  una  alta 
proporción  de  embarazadas  no  recibe  cuidado  prenatal 
en  el  primer  trimestre)  sugiere  la  necesidad  de  atacar 
agresivamente  esos  focos  de  desatención  del  embarazo 
temprano.  Esos  mismos  datos  hacen  pensar  que  si  se  ha 
descuidado  algo  tan  obvio  como  la  atención  médica  tem- 
prana en  el  embarazo,  cuánto  mayor  no  será  la  ignoran- 
cia respecto  a comportamientos  nocivos  menos  conoci- 
dos y más  difíciles  de  alterar,  como  la  nutrición 
deficiente,  el  fumar,  y la  adicción  a alcohol  y drogas 
durante  el  embarazo.  Hay  que  mejorar  los  servicios 
ambulatorios  y preventivos,  tanto  o más  que  los  hospita- 
larios. La  atención  hospitalaria  especializada  no  puede 
remediar  la  falta  de  programas  de  prevención.  En 
Boston,  donde  la  atención  médica  neonatal  más  intensiva 
y compleja  está  accesible  a casi  todos  los  recién  nacidos,  a 
través  de  un  sistema  de  facilidades  de  referido  perinatal, 
todavía  existen  disparidades  sociales  y raciales  en  la  mor- 
talidad neonatal,  pues  hay  mayor  mortalidad  en  los  niños 
negros,  y en  los  de  familias  de  bajos  ingresos.  Aunque  el 
acceso  equitativo  a todas  las  formas  de  atención  médica 
debe  continuar  siendo  una  meta  esencial,  no  es  suficiente, 
pues  es  claro  que  para  cambiarla  manera  en  que  madres  y 
niños  mueren,  es  necesario  modificar  la  forma  en  que 
viven.'" 

El  Departamento  de  Salud  de  Puerto  Rico  y el  “U.S. 
Public  Health  Service”  auspiciaron  una  conferencia 
interdisciplinaria  sobre  mortalidad  infantil  en  Puerto 
Rico  del  20  al  22  de  agosto  de  1985.  Los  grupos  de 
discusión  que  en  ella  participaron  concluyeron  que  era 
necesario  actuar  para  aumentar  los  conocimientos  sobre 
el  problema  (en  la  comunidad,  los  profesionales  de  salud, 
los  gobernantes,  administradores,  oficiales  de  agencias 
públicas,  y maestros),  mejorar  los  sistemas  de  informa- 
ción (mejorar  los  sistemas  de  estadísticas  de  servicios  y 
resultados,  la  coordinación  entre  agencias,  y la  realiza- 
ción de  investigaciones  sobre  el  tema),  y proveer  más  y 
mejores  servicios  (reforzando  las  facilidades  y recursos  de 
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la  atención  a nivel  primario,  la  comunicación  entre 
niveles  de  atención  médica,  entrenando  enfermeras 
obstétricas,  y haciendo  más  disponibles  los  servicios  de 
planificación  familiar)/*  El  problema  de  la  mortalidad  en 
la  isla  está  claramente  definido,  y se  conocen  métodos 
efectivos  para  solucionarlo,  o al  menos  remediarlo 
considerablemente.  Puerto  Rico  cuenta  con  los  sistemas 
de  atención  médica  necesarios  para  reducir  la  mortalidad 
infantil  aún  más  de  lo  que  ya  se  ha  hecho,  pero  esos 
sistemas  necesitan  refuerzo  y refinamiento  para  alcanzar 
a toda  la  población. 

Abstract:  Of  the  nineteen  national  health  objectives  for 

1990  alluding  to  pregnancy  and  infant  health,  none  has  been 
achieved  in  Puerto  Rico.  Eleven  objectives  are  being 
pursued  (to  achieve  for  the  island  an  infant  mortality  rate 
no  greater  than  9,  and  a neonatal  death  rate  no  greater  than 
6.5  per  thousand,  a maternal  mortality  rate  no  greater  than 
5 per  hundred  thousand,  and  a proportion  of  low  birth 
weight  babies  no  greater  than  5%  of  live  births;  to  achieve 
for  every  municipality  an  infant  mortality  rate  no  greater 
than  12,  a proportion  of  low  birth  weight  babies  no  greater 
than  9%  of  live  births,  and  a proportion  of  women  without 
prenatal  care  during  the  first  trimester  of  pregnancy  not  to 
exceed  10%,  and  that  women  and  infants  be  served  by  a 
regionalized  system  of  primary,  secondary,  and  tertiary 
care,  with  appropriately  attended  deliveries,  neonatal 
screening  for  metabolic  disorders,  and  primary  care 
throughout  infancy).  Eight  objetives  need  to  be  developed 
from  the  very  basic  stages  (to  reduce  the  rates  of  perinatal 
mortality,  neural  tube  defects,  hemolytic  disease  of  the 
newborn,  and  Fetal  Alcohol  Syndrome,  to  achieve  that 
infants  leave  hospitals  in  car  safety  carriers,  that  women  of 
childbearing  age  know  the  risks  posed  to  pregnancy  by  poor 
nutrition,  smoking,  ingesting  alcohol,  or  using  drugs,  that 
pregnant  women  have  access  to  prenatal  diagnosis  and 
therapy,  and  that  there  be  a system  in  place  for  longitudinal 
assessment  of  the  impact  of  prenatal  factors  on  infant  and 
child  development.  The  achievement  of  these  objetives  in 
Puerto  Rico,  as  in  the  United  States,  requires  the 
cooperation  of  many  governmental,  academic  and  voluntary 
institutions. 
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El  Comité  del  Programa  Científico  invita  o enviar 
abstractos  de  trabajos  originales  para 
considerarse  para  presentación  durante  la 
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The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  1 45  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased  | 
risk  of  coronary  heart  disease. 


You  need  to  know,  because  high 
cholesterol  parallels  high  blood 
pressure  as  a CHD  risk  factor. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.’’*  ’’...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent.”^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controiled  clinical  trials^ 
it  caused  a siight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  1 3%  of  patients. 
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1 . Glueck  CJ:  Remarks  in  tha  symposium,  Blood  Pressure,  Cholesttrol  and  Coronary  Heart  Disease,  Washington.  D.C.,  March  31.1 985.  2.  The  Framingham  i.'S 
Study,  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28,  U S.  Dept,  of  Health,  Education,  and  Welfare.  3.  National  Institutes  of  Health  Consensus 
Developmsnl  Conference  Statement,  1984:  Vol  5.  No  7,  p 4.  4.  Chobanian  AV:  The  Influence  of  hypertension  and  other  hemodynamic  factors  In  atherogenesis.  Progress  in 
Cardiovascular  Diseases,  XXW(3):  177,  Nov/Oec,  1983.  5.  Castelll  WP:  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington.  D C.. 

March  31, 1985.  6.  Data  on  file,  Wyeth  Laboratories. 
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(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Suffliiury 

Before  prescribing,  consult  the  complete  packige  circular. 
lodJcatloos  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug 

Precautions:  1 Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
iienis  When  used  with  centrally  active  depressants,  e g..  phenothiazines,  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease. or  severe  hepatic  or  renal  failure  i.  Rebound  Sudden  cessation  of  therapy 
with  centra]  alpha  agonists  like  Wytensio  may  rarely  result  in  "overshoot'  hyper 
tension  and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
lective  symptomatology. 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wyteosin  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes. SCOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  BUN,  creatinine,  glucose,  cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high- 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wyteosio  was  not  demonstrated  tocause  drug  interactions 
when  given  with  other  drugs,  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatoryorantiinfective  agents,  in  clinical  trials  However,  potentialfor  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG/LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wytensio  use 

CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  duringa  two-year  oral  study  with  Wyteosin 
at  up  to  9 S mg/kg/day.  I e .about  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames)  test  system.  Wyteosio  at  200-500 
meg  per  plate  or  at  30-50  mcg/ml  msuspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one  (TA  1537)  of  ivc  SaimoneHa  typbimurium  strains  with  or 
without  inclusion  of  rat  liver  mtcrosomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Scbizosaccbar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccbaromyces  cerevisiat. 
Wyteosio  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies showedadecreased pregnancy  rate  inrats  given  high 
oral  doses(9  6 mg^kg ).  suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mg'kg ) may  also  have  been  affec  ted.  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteosio  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg/kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteosio  given  to  pregnant  rats  ( 14  mg/kg)  and  rabbits  (20  mg/kg)  Repro 
ductive  studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg' 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women  Wyteosio 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wyteosio  excretion 
m human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 
Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U S and  is  based  on  data  from  859  patients  on  Wytensio  for  up 
to  3 years  There  is  some  evidence  that  side  effectsare  dose-related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytensio  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wyteosio  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg/day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12% ).  but  incidence  of  most  frequent  adverse  effects  was  simitar  to  placebo-con- 
trolled trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  more  recent  studies  using  an  initial  dose 
of  8 mg/day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car- 
diovascular—chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal- 
nausea.  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders- nasal  congestion  Eye  disorders — blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic- rash, 
pruritus  Urogenital- urinary  frequency,  disturbances  of  sexual  function  Other — 
gynecomastia,  taste  disorders 

Drug  Abuse  and  Depeodeoce:  No  dependence  or  abuse  has  been  reported 
Overdosage:Accidentalingestioncausedhypotcnsion,somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  m com- 
plete and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac- 
cidental overdosage  islimited,  suggested  treatment  is  mainly  supportive  while  drug 

15  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyieasln 
dialyzabiiity 

Dosage  and  Administration:  Individualize  dosage  A starting  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  b i d . but  doses  this  high  are 
rarely  needed 

How  Supplied:  (guanabenz  acetate)  Tablets,  4 mg.  butties  of  lOUand  50D,  8 mg  and 

16  mg.  bottles  of  100  Revised  2/14/85 
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. I think  I have 
lumbago. 

. I’m  type  Z 
negative. 

.I’m  on  the 
grapefruit  diet. 
.1  gave  six 
months  ago. 

. I just  got  back 
from  Monaco. 


.The  lines  are 
thirteen  blocks 
long. 

.My  mother  won’t 
let  me. 


.1  didn’t  sign  up. 

.I’m  going  out 
of  town. 

.Asthma  runs  in 
my  family. 

. I forgot  to  eat 
this  morning. 

.I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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Seguros  de  Vida  Triple-S,  Inc. 


jSeguro  que  sí! 


Aumente  su  I.RA  convírtiendola  en 

Triple  LR^ 


Gane  hasta 


10.25% 


de  rendimiento  efectivo 
anual  con  Triple  I.R.A. 
para  el  1985 


Triple  I.R.A.  tres  veces  exenta 


1.  Depósitos  exentos  de 
contribuciones  hasta  el 
máximo  permitido  por  ley. 

2.  Intereses  exentos  de 
contribuciones  para  que 
su  inversión  crezca  más 
rápido. 

3.  Al  cumplir  los  60  años, 
puede  retirar  su  dinero 
sin  pagar  contribuciones 
sobre  el  ingreso  exento 
generado. 


jCon  Triple  I.RA.  de  Seguros  de 
Vida  Triple-S,  Inc.  usted  no  paga 
contribuciones,  ahora  ni  en  el 
futuro,  sobre  los  ingresos  exentos 
generadosi 

Abra  su  Triple  I.R.A. 
hoy  mismo 

Así  los  depósitos  deducidles 
de  su  planilla  del  1985  ganan 
hasta  10.25%  de  rendimiento 
efeaivo  anual  por  los  próximos 
10  años. 


Transfiera  su  I.R.A. 
hoy  mismo 

Para  transferir  su  I.RA. 
a Seguros  de  Vida 
Triple-S,  Inc.  pase  por  nuestras 
oficinas  y uno  de  nuestros 
atentos  oficiales  le  orientará 
sobre  los  trámites. 

Obtenga  ventajas 
contributivas  que  aseguran 
su  futuro  abriendo  su 
Triple  I.RA.  de  Seguros 
de  Vida  Triple-S,  Inc. 
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ARTICULOS  ESPECIALES 

Travelers’  Diarrhea 

Diarrhea  is  by  far  the  most  frequent  health  problem 
of  travelers  to  developing  countries.  Of  the  esti- 
mated 300  million  international  travelers  who  will  cross 
the  world’s  frontiers  this  year,  at  least  16  million  persons, 
from  industrialized  countries,  including  more  than  8 
millón  U.S.  residents,  will  travel  to  developing  countries. 
Approximately  one-third  of  these  travelers  to  developing 
countries  will  get  diarrhea.  The  economic  impact  of 
travelers’  diarrhea  (TD)  is  substantial,  because  fear  of 
sickness  is  one  of  the  major  deterrents  to  tourism.  Inter- 
national tourists  worldwide  spend  over  $100  billion 
annually,  and  the  economies  of  many  nations  depend  on 
this  travel.  For  educational,  recreational,  political,  and 
financial  reasons,  this  international  exchange  should  be 
fostered. 

The  incidence  of  TD  varies  markedly  by  destination 
and  may  depend  in  part  on  the  number  of  dietary  indis- 
cretions made  by  the  traveler  and  on  the  style  of  travel. 
TD  is  caused  by  a variety  of  infectious  agents,  and  the 
spectrum  of  clinical  illness  varies  considerably.  However, 
this  illness  in  travelers  is  usually  not  severe;  high  fever, 
vomiting,  or  bloody  stools  occur  in  only  a minority  of 
cases. 

Dietary  prudence  and  hygienic  measures  are  safe  and 
simple  preventive  techniques,  but  they  do  not  eliminate 
entirely  the  risk  of  diarrhea.  Prophylactic  measures  such 
as  antidiarrheal  drugs  and  oral  antimicrobial  agents  have 
been  used.  TD  is  treated  with  a variety  of  regimens, 
including  oral  electrolyte  solutions,  antidiarrheal  com- 
pounds, and  antimicrobial  drugs,  prescribed  either  singly 
or  in  combination. 

There  continues  to  be  a debate  concerning  whether  the 
risk  of  antimicrobial  agents  is  worth  the  benefit;  whether 
early  therapy  of  ill  travelers  is  preferable  to  daily 
prophylaxis  of  all  travelers;  whether  all  currently 
employed  treatment  strategies  are  useful;  and  whether 
given  groups  of  travelers,  such  as  vacationers,  students, 
or  business  travelers,  should  be  selectively  advised  to 
follow  special  regimes. 

To  resolve  some  of  these  questions,  the  NIH  Office  of 
Medical  Applications  of  Research  and  the  National 
Institute  of  Allergy  and  Infectious  Diseases  convened  a 


National  Institutes  of  Health,  Consensus  Develpment  Conference 
Statement.  Volume  5 Number  8 


Consensus  Development  Conference  on  Travelers’ 
Diarrhea  on  January  28-30,  1985.  After  1 ‘/j  days  of 
expert  presentation  of  the  available  data,  a consensus 
panel  of  epidemiologists,  biostatisticians,  microbiologists, 
pediatricians,  internists,  infectious  diseases  specialists, 
travel  experts,  and  lay  representatives  considered  the 
evidence  and  agreed  on  answers  to  the  following 
questions; 

• What  is  the  epidemiology  of  travelers’  diarrhea,  and 
why  is  it  important? 

• What  causes  travelers’  diarrhea?s 

• What  prevention  measures  are  effective  for  travelers’ 
diarrhea? 

• What  treatment  measures  are  effective  for  travelers’ 
diarrhea? 

• What  should  be  the  direction  of  future  research? 

What  is  the  Epidemiology  of  Travelers’  Diarrhea,  and 
Why  is  it  important? 

Travelers’  diarrhea  is  a syndrome  characterized  by  a 
twofold  or  greater  increase  in  the  frequency  of  unformed 
bowel  movements.  Commonly  associated  symptoms 
include  abdominal  cramps,  nausea,  bloating,  urgency, 
fever,  and  malaise.  Episodes  of  TD  usually  begin 
abruptly,  occur  during  travel  or  soon  after  returning 
home,  and  are  generally  self-limited.  Within  this  context, 
travelers  at  risk  are  defined  as  individuals  from  industri- 
alized countries  visiting  for  a period  of  up  to  1 month  a 
region  or  country  where  there  is  an  increased  risk  of 
developing  diarrhea.  The  public  health  and  medical 
importance  of  TD  is  related  to  the  large  numbers  of 
travelers  who  place  themselves  at  risk  each  year. 
Furthermore,  TD  is  but  a mild  reflection  of  the  severe 
underlying  problem  of  diarrhea  among  children  in  the 
tropics. 

The  most  important  determinant  of  risk  is  the  destina- 
tion of  the  traveler.  Attack  rates  in  the  range  of  20  to  50 
percent  are  commonly  reported,  but  recent  data  are 
available  from  relatively  few  countries.  The  best  available 
estimates  of  country-specific  attack  rates  have  been 
reported  for  Swiss  travelers.  Examples  of  high-risk 
destinations  include  most  of  the  developing  countries  of 
Latin  America,  Africa,  the  Middle  East,  and  Asia.  Inter- 
mediate risk  destinations  include  most  of  the  Southern 
European  countries  and  a few  Caribbean  islands.  Low 
risk  destinations  include  Canada,  Northern  Europe, 
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Australia,  New  Zealand,  the  United  States  and  a number 
of  the  Caribbean  islands. 

TD  is  slightly  more  common  in  young  adults  than  in 
older  people.  The  reasons  for  this  difference  are  unclear, 
but  may  include  a lack  of  acquired  immunity,  more 
adventurous  travel  styles,  and  different  eating  habits. 
Attack  rates  are  similar  in  men  and  women.  The  most 
common  onset  of  TD  is  usually  within  the  first  week,  but 
onset  may  occur  at  any  time  during  the  visit,  and  even 
after  returning  home. 

TD  is  acquired  through  ingestion  of  fecally  contami- 
nated food  and/or  water.  Both  cooked  and  uncooked 
foods  may  be  implicated  if  improperly  handled. 
Especially  risky  foods  include  raw  vegetables,  raw  meat, 
and  raw  seafood.  Tap  water  ice,  unpasteurized  milk  and 
dairy  products,  and  unpeeled  fruits  are  associated  with 
increased  risk  of  TD;  bottled  carbonated  beverages 
(especially  flavored  beverages),  beer,  wine,  hot  coffee  or 
tea,  or  water  boiled  or  appropriately  treated  with  iodine 
or  chlorine  are  safe. 

The  eating  place  appears  to  be  an  important  variable, 
with  private  homes,  restaurants,  and  street  vendors  listed 
in  order  of  increasing  risk. 

TD  typically  results  in  four  to  five  loose  or  watery 
stools  per  day.  The  median  duration  of  diarrhea  is  3 to  4 
days.  Ten  percent  of  the  cases  persist  longer  than  1 week, 
approximately  2 persent  longer  than  1 month,  and  less 
than  1 percent  longer  than  3 months.  Persistent  diarrhea 
is  thus  quite  uncommon  and  may  differ  considerably 
from  acute  TD  with  respect  to  etiology  and  risk  factors. 
Travelers  may  experience  more  than  one  attack  of  TD 
during  a single  trip.  Approximately  1 5 percent  experience 
vomiting,  and  2 to  10  percent  may  have  diarrhea 
accompanied  by  fever  or  bloody  stools,  or  both.  Rarely  is 
TD  life-threatening.  In  an  extensive  survey  of  several 
hundred  thousand  Swiss  travelers,  no  deaths  could  be 
attributed  to  TD. 

What  Causes  Travelers’  Diarrhea? 

Infectious  agents  are  the  primary  cause  of  TD.  This 
statement  is  based  on  investigations  designed  to  isolate 
known  infectious  organisms  from  diarrheal  stools  of 
tourists  and  on  studies  that  demonstrated  the  efficacy  of 
antibacterial  agents.  In  addition,  induced  disease  in 
volunteers  has  confirmed  the  causal  role  of  the  putative 
bacterial  and  viral  agents  in  producing  TD. 

All  travelers  from  industrialized  countries  going  to 
developing  countries  quickly  developed  a rapid,  dramatic 
change  in  their  intestinal  flora.  These  new  organisms 
often  include  the  potential  enteric  pathogens.  Those  who 
develop  diarrhea  have  ingested  an  inoculum  of  virulent 
organisms  sufficiently  large  to  overcome  individual 
defense  mechanisms,  resulting  in  symptoms. 

Enteric  Bacterial  Pathogens 

Enterotoxigenic  Excherichia  coli  (ETEC)  are  the  most 
common  causative  agents  of  TD  in  all  countries  where 
surveys  have  been  conducted.  The  discovery  and  unders- 
tanding of  the  mechanisms  of  action  of  cholera  entero- 
toxin  led  to  investigations  that  demonstrated enterotoxins 
inE.  coli  and  other  bacteria.  These  organisms  adhere  in 
the  small  intestine,  where  they  multiply  and  produce  an 


enterotoxin  (either  heat  stable  or  heat  labile)  that  causes 
fluid  secretion  and  diarrhea. 

Identification  of  the  ETEC  is  a difficult  task,  requiring 
sophisticated  techniques  that  remain  somewhat  insen- 
sitive. Other  E.  coli  have  different  virulence  traits.  These 
have  been  termed  enteroadherent,  enteroinvasive,  and 
enteropathogenic  E.  coli.  No  systematic  search  for  these 
other  E.  coli  has  been  conducted  in  patients  with  TD. 
Limited  data  suggest  that  they  are  a minor  cause  of  TD. 

Salmonella  gastroenteritis  is  a well-known  disease  that 
occurs  throughout  the  world.  In  the  industrialized 
nations,  this  large  group  of  organisms  is  the  most  com- 
mon cause  of  outbreaks  of  food-associated  diarrhea.  In 
the  developing  countries,  the  proportion  of  cases  of  TD 
caused  by  salmonellae  varies  but  is  not  high.  Salmonellae 
also  can  cause  dysentery  characterized  by  bloody 
mucuscontaining  small-volume  stools. 

Shigellae  are  well  known  as  the  cause  of  bacillary 
dysentery.  They  cause  TD  in  about  5 to  15  percent  of 
travelers  in  a few  countries.  Few  of  the  infected  travelers 
had  dysentery,  but  most  had  watery  diarrhea. 

Campylobacter  jejuni  is  a common  cause  of  diarrhea 
throughout  the  world.  Recent,  limited  data  have  shown 
that  C.  jejini  is  responsible  for  a small  percentage  of  the 
reported  cases  of  TD,  some  with  bloody  diarrhea. 
Additional  studies  are  needed  to  determine  how 
frequently  it  causes  TD. 

Vibrio  parahaemolyticus  is  associated  with  the 
ingestion  of  raw  or  poorly  cooked  seafood  and  has 
caused  TD  in  Japanese  people  traveling  in  Asia.  How 
frequently  it  causes  disease  in  other  areas  of  the  world  is 
unknown. 

Other  potential  bacterial  pathogens,  including 
Aeromonas  hydrophila.  Yersinia  enterocolitica,  Pleisio- 
monas  shigelloides.  Vibrio  cholerae  (non-01),  and  Vibrio 
fluvialis,  are  known  to  cause  diarrhea  in  children  and 
adults.  In  Thailand,  Aeromonas  and  Pleisiomonas  have 
been  isolated  from  stools  of  Peace  Corps  volunteers  who 
had  TD.  A better  appreciation  of  the  importance  of  each 
of  these  bacteria  as  causative  agents  of  TD  requires  a 
more  intensive  search  for  them,  using  appropriate 
selective  isolation  media  or  rapid  diagnostic  techniques. 

Viral  Enteric  Pathogens — Rotavirus  and  Norwalk-like  Virus 

Along  with  the  newly  acquired  bacterial  flora,  many 
viruses  also  are  acquired.  In  six  studies,  for  example,  0 to 
36  percent  of  diarrheal  illnesses  (median  22  percent)  were 
associated  with  rotaviruses  in  the  stools.  However,  a 
comparable  number  of  asymptomatic  travelers  also  had 
rotaviruses,  and  up  to  50  percent  of  symptomatic  rota- 
virus infectious  were  associated  with  nonviral  pathogens, 
Ten  to  fifteen  percent  of  travelers  develop  a serologic 
conversion  to  Norwalk-like  viruses.  The  roles  of 
adenoviruses,  astroviruses,  coronaviruses,  enteroviruses, 
or  other  viral  agents  in  causing  TD  are  even  less  clear. 
Although  viruses  are  commonly  acquired  by  travelers, 
they  do  not  appear  to  be  frequent  causes  of  TD  in  adults. 

Parasitic  Enteric  Pathogens 

The  few  studies  that  have  included  an  examination  for 
parasites  reveal  that  0 to  9 percent  have  Giardia  lamblia  or 
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Entamoeba  histolytica.  Cryptosporidium  has  recently  been 
recognized  in  sporadic  cases  of  TD. 

Dientamoeba  fragilis,  Isospora  belli.  Balantidium  coli, 
or  Strongyloides  stercoralis  may  cause  occasional  cases  of 
TD.  While  not  major  causes  of  acute  TD,  these  parasites 
should  be  sought  in  persisting,  unexplained  cases. 

Unknown  Causes 

No  data  have  been  presented  to  support  noninfectious 
casues  of  TD  such  as  changes  in  diet,  jet  lag,  altitude,  and 
fatigue.  Current  evidence  indicates  that  in  all  but  a few 
instances  (e.g.,  drug-induced  or  preexisting  gastrointes- 
tinal disorders)  an  infectious  agent  or  agents  cause 
diarrhea  in  tourists. 

Even  with  the  application  of  the  best  current  methods 
for  detecting  bacteria,  viruses,  and  parasites,  in  various 
studies  20  to  50  percent  remain  without  recognized 
etiologies.  The  unrecognized  causes  may  be  attributed  to; 

• Recognized  pathogens  that  were  not  uniformly 
sought  in  every  study  (such  as  Campylobacter,  Aeromonas, 
Yersinia,  Pleisiomonas,  Vibrios,  viruses,  and  parasites  like 
Cryptosporidium). 

• Unrecognized  pathogens. 

• Known  bacterial  pathogens  that  were  not  detected. 
Our  best  methods  for  detecting  enterotoxigenic  E.  coli 
and  Shigella,  for  example,  are  insensitive  and  miss  30  to 
40  percent  of  cases  in  outbreak  or  volunteer  studies. 

What  Prevention  Measures  Are  Effective  for  Travelers’ 
Diarrhea? 

There  are  four  possible  approaches  to  prevention  of 
TD.  They  include  instruction  regarding  food  and 
beverage  preparation,  immunization,  use  of  nonanti- 
microbial medications,  and  prophylactic  antimicrobial 
drugs. 

Data  indicate  that  meticulous  attention  to  food  and 
beverage  preparation,  as  mentioned  above,  can  decrease 
the  likelihood  of  developing  TD.  Most  travelers, 
however,  encounter  great  difficulty  in  observing  the 
requisite  dietary  restrictions. 

No  available  vaccines  and  none  that  are  expected  to  be 
available  in  the  next  5 years  are  effective  against  TD. 

Several  nonantimicrobial  agents  have  been  advocated 
for  prevention  of  TD.  Available  controlled  studies 
indicate  that  prophylactic  use  of  difenoxine,  the  active 
metabolite  of  diphenoxylate  (Lomotil),  actually  increases 
the  incidence  of  TD  in  addition  to  producing  other  unde- 
sirable side  effects.  No  antiperistaltic  agents  (e.g., 
Lomotil  and  Imodium)  are  effective  in  preventing  TD. 
No  data  support  the  prophylactic  use  of  activated 
charcoal. 

Bismuth  subsalicylate,  taken  in  liquid  form  as  the 
active  ingredient  of  Pepto-Bismol  (2  oz  four  times  daily), 
has  decreased  the  incidence  of  diarrhea  by  60  percent  in 
one  study.  Available  data  are  not  extensive  enough  to 
exclude  a risk  to  the  traveler  from  the  use  of  such  large 
doses  of  bismuth  subsalicylate  over  a period  of  several 
weeks.  In  patients  already  taking  salicylates  for  arthritis, 
large  concurrent  doses  of  bismuth  subsalicylate  can 


produce  toxic  serum  concentrations  of  salicylate.  On  the 
basis  of  its  modest  potential  benefit  achieved  with  large 
doses,  together  with  its  uncertain  risks,  bismuth  sub- 
salicylate is  not  recommended  for  prophylaxis  of  TD. 

Controlled  data  are  available  on  the  prophylatic  value 
of  several  antimicrobial  drugs.  Entero-vioform  and 
related  halogenated  hydroxyquinoline  derivates  (e.g., 
clioquinol,  iodoquinol,  Mexaform,  Intestopan,  and 
others)  are  not  helpful  in  preventing  TD,  may  have 
serious  neurological  side  effects,  and  should  never  be 
used  for  prophylaxis  of  TD. 

Carefully  controlled  studies  have  indicated  that  two 
agents,  doxycycline  and  trimethoprim/sulfamethoxazole 
(TMP/SMX),  when  taken  prophylactically,  are  consis- 
tently effective  in  reducing  the  incidence  of  TD  by  50  to 
86  percent  in  various  areas  of  the  developing  world.  One 
study  shows  that  trimethoprim  alone  is  also  effective. 

The  benefits  of  widespread  prophylactic  use  of  doxycy- 
cline or  TMP/SMX  or  TMP  alone  in  several  million 
travelers  must  be  weighed  against  the  potential  draw- 
backs. The  known  risks  include  allergic  and  other  side 
effects  (such  as  common  skin  rashes,  photosensitivity  of 
the  skin,  blood  disorders,  Stevens-Johnson  syndrome, 
and  staining  of  the  teeth  in  children)  as  well  as  other 
infections  that  may  be  induced  by  antimicrobial  therapy 
(such  as  antibiotic-associated  colitis,  Candida  vaginitis, 
and  possibly  salmonella  enteritis).  Because  of  the 
uncertain  risk  of  widespread  administration  of  these 
antimicrobial  agents,  their  prophylactic  use  is  not  recom- 
mended. Nor  is  there  any  basis  for  recommending  their 
use  prophylactically  for  special  groups  of  travelers.  For 
example,  the  physician  should  not  recommend  an  agent 
for  prophylactic  use  by  a business  traveler  and  deny  such 
use  by  a honeymoon  couple.  Furthermore,  there  is  no 
documented  evidence  that  there  are  any  groups  of  disease 
entities  that  are  worsened  sufficiently  by  an  episode  of 
TD  to  risk  the  rare  undesirable  side  effects  of  prophy- 
lactic antimicrobial  drugs. 

The  selective  pressure  of  prophylactic  use  of  antimi- 
crobial agents  on  the  genetic  pool  of  antimicrobial 
resistance  is  of  concern,  but  may  be  insignificant  in  light 
of  the  widespread  use  of  over-the-counter  antimicrobial 
agents  in  many  developing  countries  The  increasing 
frequency  of  resistance  to  multiple  antimicrobial  agents 
(including  both  doxycycline  and  TMP/SMX)  will  limit 
the  effectiveness  of  these  agents  in  many  areas. 

Available  data  support  only  the  instruction  of  travelers 
in  regard  to  sensible  dietary  practices  as  a prophylactic 
measure.  On  the  basis  of  apparent  risk/benefit  ratios, 
prophylactic  antimicrobial  agents  are  not  recommended 
for  travelers.  This  recommendation  is  justified  by  the 
excellent  results  of  early  treatment  of  TD  as  outlined 
below.  By  avoiding  prophylactic  antimicrobial  agents, 
only  those  people  traveling  to  high-risk  areas  who 
develop  moderate  to  severe  TD  (less  than  30  percent  of 
travelers  at  risk)  will  be  exposed  to  the  side  effects  of 
antimicrobial  agents,  and  the  exposure  will  be  restricted 
to  3 days  or  fewer  in  those  individuals.  Some  travelers 
may  wish  to  consult  with  their  physician  and  may  elect  to 
use  prophylactic  antimicrobial  agents  for  travel  under 
special  circumstances,  once  the  risks  and  benefits  are 
clearly  understood. 
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What  Treatment  Measures  Are  Effective  for  Travelers’ 
Diarrhea? 

The  individuals  with  TD  have  two  major  complaints 
for  which  they  desire  relief — abdominal  cramps  and 
diarrhea.  Many  agents  have  been  proposed  to  control 
these  symptoms,  but  few  have  been  demonstrated  to  be 
effective  by  rigorous  clinical  trials. 

Nonspecific  Agents 

A variety  of  “adsorbents”  have  been  used  in  the 
treatment  of  diarrhea.  For  example,  activated  charcoal 
has  been  found  ineffective  in  the  treatment  of  diarrhea. 
Kaolin  and  pectin  have  been  widely  used  for  diarrhea. 
The  combination  appears  to  give  the  stools  more  consis- 
tency but  has  not  been  shown  to  decrease  cramps  and 
frequency  of  stools  nor  to  shorten  the  course  of  infectious 
diarrhea. 

Lactobacillus  preparations  and  yogurt  have  also  been 
advocated,  but  no  evidence  supports  these  treatments  for 
TD. 

Bismuth  subsalicylate  preparation  (1  oz  every  30 
minutes  for  eight  doses)  decreased  the  rate  of  stooling  by 
one-half  in  a study  of  travelers  with  diarrhea  when 
compared  with  a placebo  group.  However,  there  was  no 
difference  between  the  two  groups  in  stool  output  in  the 
first  4 hours  of  the  study.  There  is  concern  about  taking, 
without  supervision,  large  amounts  of  bismuth  and 
salicylate,  especially  in  individuals  who  may  be  intolerant 
to  salicylates,  who  have  renal  insufficiency,  or  who  take 
salicylates  for  other  reasons. 

Antimotility  Agents 

Antimotility  agents  are  widely  used  in  the  treatment  of 
diarrhea  of  all  types.  Natural  opiates  (paregoric, 
deodorized  tincture  of  opium,  and  codeine)  have  long 
been  used  to  control  diarrhea  and  cramps.  Synthetic 
agents,  diphenoxylate  and  loperamide,  come  in  conve- 
nient dosage  forms  and  provide  prompt  symptomatic  but 
temporary  relief.  However,  they  should  not  be  used  in 
patients  with  high  fever  or  with  blood  in  the  stool.  These 
drugs  should  be  discontinued  if  symptoms  persist  beyond 
48  hours.  Diphenoxylate  and  loperamide  should  not  be 
used  in  children  under  the  age  of  2. 

Oral  Fluids 

Most  individuals  with  TD  do  not  develop  serious 
dehydration.  Fluid  and  electrolyte  balance  can  be 
maintained  by  potable  fruit  juices,  caffeine-free  soft 
drinks,  and  salted  crackers.  The  individual  with  TD 
should  avoid  alcohol  and  caffeine-containing  beverages. 
Dairy  products  aggravate  diarrhea  in  some  people  and 
should  be  avoided.  Individuals  with  severe  dehydration 
may  require  special  fluid  and  electrolyte  replacement  in 
the  from  of  oral  replacement  solutions  such  as  those 
recommended  by  the  World  Health  Organization. 

Antimicrobial  Treatment 

Travelers  who  develop  diarrhea  with  three  or  more 
loose  stools  in  an  8-hour  period,  especially  if  associated 
with  nausea,  vomiting,  abdominal  cramps,  fever,  or 
blood  in  the  stools,  may  benefit  from  antimicrobial 


treatment.  A typical  3 to  5-day  illness  can  be  shortened 
to  1 to  I’/j  days  by  effective  antimicrobial  agents.  Those 
best  studied  to  date  are  TMP/SMX  160  mg  and 
800  mg  SMX,  or  TMP  alone,  200  mg  taken  twice  daily. 
Preliminary  evidence  suggests  that  doxycycline,  taken 
100  mg  twice  daily,  is  also  effective.  Three  days  of  treat- 
ment is  recommended,  although  2 days  or  fewer  may  be 
sufficient.  Nausea  and  vomiting  without  diarrhea  should 
not  be  treated  with  antimicrobial  drugs. 

Precautions  in  Children  and  Pregnant  Women 

Although  children  do  not  make  up  a large  proportion 
of  travelers  to  high-risk  areas,  some  children  do 
accompany  their  families.  Teenagers  should  follow  the 
advice  given  to  adults,  with  possible  adjustment  of  doses 
of  medication.  Physicians  should  be  aware  of  the  risks  of 
tetracyclines  to  children  under  12  years.  There  is  a 
paucity  of  data  available  about  usage  of  antidiarrheal 
drugs  in  children.  Drugs  should  be  prescribed  with 
caution  for  pregnant  women  and  nursing  mothers. 

Summary  Recommendation  for  Treatment 

TD  is  usually  a mild,  self-limited  disorder,  with 
complete  recovery  even  in  the  absence  of  therapy;  hence, 
therapy  should  be  considered  optional. 

1.  Fluids  should  be  taken  as  described  above. 

2.  If  rapid  relief  of  symptoms  is  desired  after  one  or  two 
unformed  stools  accompanied  by  cramps,  nausea,  or 
malaise,  diphenoxylate  or  loperamide  may  be  taken. 

An  alternative  is  to  start  bismuth  subsalicylate 
(1  oz  every  30  minutes  for  eight  doses).  Although 
this  regimen  decreases  the  number  of  stools  and 
increases  their  consistency,  the  beneficial  activity  of 
bismuth  subsalicylate  is  somewhat  slower  than  that 
of  antimotility  drugs. 

3.  If  it  is  important  to  shorten  the  course  or  decrease  the 
severity  of  moderate  to  severe  TD,  antimicrobial 
agents  may  be  taken.  After  three  or  more  loose  stools 
with  symptoms,  consideration  can  be  given  to  a short 
course  of  TMP/SMX  or  TMP  alone  or  doxycycline. 

4.  A small  percentage  of  travelers  have  persisting 
diarrhea  with  serious  fluid  loss,  fever,  and  blood  or 
mucus  in  the  stools.  This  suggests  that  a more  serious 
illness  is  involved,  and  such  individuals  should  seek 
medical  attention. 

In  conclusion,  travelers  to  areas  of  high  risk  should 
obtain  an  antimotility  drug  or  bismuth  subsalicylate  for 
milder  forms  of  TD,  and  an  antimicrobial  agent 
(TMP/SMX  or  TMP  alone  or  doxycycline)  for  more 
severe  TD.  Advice  concerning  side  effects  of  these  drugs 
and  various  aspects  of  hygiene  and  dietary  precautions 
should  be  obtained.  By  obtaining  the  proper  drugs  in 
advance,  the  beleaguered  traveler  might  avoid  buying 
over-the-counter  drugs  abroad  with  potentially  danger- 
ous ingredients. 

What  Should  be  the  Direction  of  Future  Research? 

Although  much  has  been  learned  about  TD  over  the 
past  25  years,  there  is  considerable  need  for  additional 
research  on  this  important  syndrome. 
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Epidemiology 

1.  Epidemiologic  data  are  needed  from  well-designed 
surveys  and  prospective  studies,  especially  among 
travelers  to  countries  and  regions  not  previously 
examined.  These  investigations  should  be  expanded 
to  include  young  and  elderly  travelers,  for  whom  few 
data  exist. 

2.  Case-control  studies  should  be  designed  to  identify 
independent  risk  factors  and  specific  etiologic 
agents.  Such  studies  should  apply  all  available 
microbiologic  techniques  to  determine  systemati- 
cally the  risk  of  TD  attributable  to  specific  micro- 
organisms in  various  countries. 

Etiology 

1.  The  development  of  rapid  diagnostic  techniques 
(e.g.,  hybridization  techniques  and  use  of  mono- 
clonal antibodies)  would  facilitate  all  clinical  and 
epidemiologic  research. 

2.  Additional  information  should  be  sought  regarding 
the  pathogenesis  of  TD,  which  should  lead  to  more 
specific  therapeutic  interventions. 

3.  There  is  a need  for  careful  monitoring  of  increasing 
resistance  to  antimicrobial  drugs,  especially  among 
the  enterotoxigenic  E.  coli,  in  different  intermediate 
and  high-risk  destinations. 

4.  There  is  a particular  need  to  assess  the  frequency,  risk 
factors,  and  microbiology  of  persistent  diarrhea 
following  travel.  Better  approaches  to  diagnosis  in 
these  patients  are  needed. 

Prevention  and  Treatment 

1 . Newer  approaches  to  vaccine  development  should  be 
applied  to  the  causal  microorganisms  of  TD. 

2.  Randomized  prospective  studies  or  carefully  con- 
trolled observational  studies  should  be  conducted  to 
determine  the  true  efficacy  of  dietary  restrictions. 

3.  All  agents  effective  in  prevention  and  treatment  of 
TD  should  be  investigated  in  larger  populations 
traveling  to  as-yet-unstudied  destinations.  Such 
populations  should  include  children  and  elderly 
travelers. 

4.  Large-scale  drug  surveillance  studies  are  required  to 
identify  important  but  uncommon  toxicities  or  side 
effects  of  various  drugs. 

5.  Minimal  effective  doses  and  duration  for  preventing 
and  treating  TD  remain  to  be  determined  for  general 
therapeutic  agents. 

6.  The  active  agents  and  mode  of  action  of  bismuth 
subsalicylate  remain  to  be  elucidated,  and  the  tablet 
form  of  the  drug  requires  further  evaluation, 

7.  A better  understanding  of  the  neurohumoraf  control 
of  intestinal  secretion  and  its  potential  interaction 
with  microbial  enterotoxins  may  help  in  the  design  of 
more  rational  therapeutic  strategies  for  TD.  Further 
study  of  antisecretary  and  absorption-enhancing 
agents  may  improve  pharmacologic  therapy  and 
enhance  the  efficacy  and  acceptability  of  oral 
replacement  solutions.  Improved  understanding  of 
the  components  of  motility  that  will  enhance  but  not 


impede  absorption  may  help  in  the  design  of  rational 
antimotility  therapy. 

Summary  and  Conclusions 

Diarrhea  is  the  major  health  problem  in  travelers  to 
developing  countries.  Travel  to  high-risk  areas  in  Latin 
America,  Africa,  the  Middle  East,  and  Asia  is  associated 
with  diarrhea  rates  of  20  to  50  percent.  The  syndrome  is 
caused  by  an  infection  acquired  by  ingesting  fecally 
contaminated  food  or  beverages.  Escherichia  coli,  a 
common  species  of  enteric  bacteria,  is  the  leading 
pathogen,  although  a host  of  other  bacteria,  viruses,  and 
protozoa  have  been  implicated  in  some  cases.  Prudent 
dietary  and  hygienic  practices  should  be  followed,  and 
they  will  prevent  some,  but  not  all,  diarrhea.  Antimi- 
crobial agents  are  not  recommended  for  prevention  of 
TD.  Such  widespread  usage  in  millions  of  travelers  would 
cause  many  side  effects,  including  some  severe  ones, 
while  preventing  a disease  that  has  had  no  reported 
mortality.  Instead  of  universal  antimicrobial  prophy- 
laxis, a more  sensible  approach  is  rapid  institution  of 
effective  treatment  that  can  shorten  the  disease  to  30 
hours  or  less  in  most  people.  For  mild  diarrhea,  an  anti- 
motility drug  such  as  diphenoxylate  or  loperamide  could 
be  taken.  Alternatively,  bismuth  subsalicylate,  which 
works  somewhat  slower,  can  be  used.  For  more  severe 
diarrhea,  an  antimicrobial  drug  may  be  used  for  treat- 
ment, and  trimethoprim/sulfamethoxazole,  trimetho- 
prim alone,  and  doxycycline  are  among  the  choices. 
These  drugs  could  be  carried  by  the  traveler  for  use  in  the 
event  of  illness.  Oral  rehydration  should  be  instituted 
when  necessary. 

The  millions  of  Americans  who  travel  annually  to 
developing  countries  and  their  physicians  must  be 
warned  of  the  potential  risks  of  prophylactic  antimi- 
crobial drugs,  with  the  attendant  side  effects  in  otherwise 
healthy  individuals,  and  should  be  informed  of  the 
alternative  method  of  prompt,  effective  treatment  for 
diarrhea. 
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CERTAMEN 

PATROCINADO  POR  LA  ASOCIACION  PUERTORRIQUEÑA  DEL 
CORAZON  Y LA  SOCIEDAD  PUERTORRIQUEÑA  DE  CARDIOLOGIA. 

“PREMIO  AL  INVESTIGADOR  JOVEN 
DE  LA  SOCIEDAD  PUERTORRIQUEÑA  DE  CARDIOLOGIA” 

PREMIOS:  El  ganador  recibirá  un  boleto  ida  y vuelta  para  asistir  a 
la  próxima  reunión  científica  de  cardiología  (American  Heart 
Association  o American  College  of  Cardiology)  más  $500.00  para 
gastos  de  hotel  y comida. 

ELEGIBILIDAD:  Médicos  que  estén  en  entrenamiento  postgraduado 
o que  no  hayan  pasado  más  de  3 años  desde  que  terminó  su  entre- 
namiento. Estudiantes  de  medicina  y candidatos  a PhD  son  tam- 
bién elegibles. 

OBJETIVOS:  Presentar  un  trabajo  de  investigación  en  el  campo  de  la 
cardiología  en  CARDIO  86.  La  presentación  será  de  12  minutos  de 
duración,  describiendo  el  trabajo  original  en  el  cual  el  autor  fue  el 
principal  investigador. 

PROCEDIMIENTO:  1.  Someter  un  resumen  en  original  y 5 copias  del 
trabajo  de  investigación. 

2.  Enviar  resumen  a: 

PREMIO  AL  INVESTIGADOR  JOVEN 
Asociación  Puertorriqueña  del  Corazón 
Cabo  Alverio  554 
Hato  Rey,  Puerto  Rico  00918 

FECHA  LIMITE:  30  de  junio  de  1986 

FAVOR  DE  SOLICITAR  LAS  FORMAS  DE  PARTICIPACION  EN  EL 
CERTAMEN  “PREMIO  AL  INVESTIGADOR  JOVEN” 

EN  LA  ASOCIACION  PUERTORRIQUEÑA  DEL  CORAZON. 
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On  nitrates, 
but  angina  still 
strikes... 


After  a nitrate, 
add  ISOPUFC 

(verapamil  HCl/Knoll) 


To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


isoPTirr 

(verapamil  HCl/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment:  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 .7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness, claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
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CASES  IN  PULMONOLOGY 


Persistent  Interstitial 
Pulmonary  Emphysema 

Leonardo  I.  Valentin,  M.D. 
Enrique  Márquez,  M.D.,  F.A.C.S. 


Abstract:  Persistent  interstitial  pulmonary  emphysema 

is  an  acquired  form  of  cystic  lung  disease  that  is  rare  in  the 
patients  who  have  not  required  mechanical  assisted  ventila- 
tion. Surgical  therapy  is  required  in  a minority  of  them  for 
complications  like  persistent  respiratory  failure,  recurrent 
pneumothorax  or  infections.  We  present  a male  newborn 
with  recurrent  pneumothorax  due  to  a localized  form  of  the 
disease,  who  recovered  completely  after  a left  upper 
pulmonary  lobectomy. 

Interstitial  pulmonary  emphysema  is  a rare  condi- 
tion in  newborn  infants  who  have  not  required 
mechanical  ventilation.  Most  cases  resolve  spontaneously 
with  supportive  management,  many  of  them  are  not 
recognized.'  Among  the  sequelae  of  this  condition  are 
pneumothorax,  pneumomediastinum,  pneumoperito- 
neum, subcutaneous  emphysema  and  limited  respiratory 
movements.  There  are  patients  who  need  surgical 
treatment  for  some  of  these  complications. 

Case  Presentation 

This  is  the  case  of  a male  infant  born  at  term  from  an  1 8 
year  old  primigrávida  by  cesarean  section  because  of 
cephalopelvic  disproportion.  The  birth  weight  was  2.6 
kilograms  and  had  a good  Apgar  score.  Few  hours  after 
birth  he  developed  respiratory  distress  and  the  chest-x- 
rays  were  reported  as  compatible  with  an  aspiration 
pneumonia.  He  was  treated  with  parenteral  antibiotics 
(Ampicillin  and  Gentamincin)  and  oxygen  by  hood.  He 
showed  some  initial  signs  of  improvement  but  two  days 
later  he  developed  persistent  tachypnea.  The  chest-x-rays 
revealed  a left  pneumothorax  for  which  a chest  tube  was 
placed.  All  cultures  were  reported  negative  and  the 
patient  was  discharged  home  doing  well,  at  the  age  of  1 1 
days. 

Symptoms  of  respiratory  distress  recurred  at  the  age  of 
25  days,  with  tachypnea  (80/min),  intercostal  retractions 
and  slight  cyanosis,  but  afebrile.  The  breath  sounds  were 
absent  over  the  left  lung  and  decreased  on  the  right  side. 
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The  point  of  maximal  cardiac  impulse  was  at  the  right 
fifth  intercostal  space  along  the  mid-clavicular  line.  The 
chest-x-rays  revealed  a left  pneumothorax,  multiple 
radiolucencies  on  the  left  side  and  a mediastinal  shift  to 
the  right  (Figure  1). 


Figure  1.  Chest-x-rays  shows  multiple  radiolucencies  in  the  left  lung  with 
mediastinal  shift  to  the  right,  atelectasis  in  the  right  lung  and  a left 
pneumothorax. 

A left  upper  lobectomy  was  performed  and  the  intra- 
operative findings  were  cysts  from  0.25  cm  to  3 cm  in 
diameter.  The  diagnosis  of  congenital  cystic  adenomatoid 
malformation  was  then  made. 

The  histologic  examination  of  the  specimen  disclosed 
“cystic  spaces  in  the  interlobular  fibroconnective  tissue 
that  ranged  in  size  from  0.2  to  0.8  cm  in  diameter,  a 
prominent  multinucleated  giant  cell  reaction  and  normal 
alveoli  with  no  adenomatoid  bronchiolar  structures 
identified.”  The  final  anatomo-pathologic  diagnosis  was 
localized  pulmonary  interstitial  emphysema. 

Discussion 

Interstitial  pulmonary  emphysema  is  an  acquired  form 
of  cystic  lung  disease  in  the  newborn.  This  diagnosis  is 
becoming  more  frequent  as  the  result  of  the  treatment  of 
the  respiratory  distress  syndrome  (RDS)  in  premature 
infants  with  assisted  ventilation  and  positive  end- 
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expiratory  pressure.  In  such  cases  the  reported  incidence 
is  between  40%  to  59%.^-’ 

In  early  reports'^  ^ most  of  the  infants  were  mature  and 
without  RDS.  In  such  instances  the  condition  is  very  rare, 
developing  the  lesion  “spontaneously”  during  the  first  24 
hours  after  birth.  Delivery  complications  such  as  difficult 
presentations,  abruptio  placenta,  uterine  inertia  and 
prolonged  rupture  of  membranes  are  frequent.^ 

There  are  several  factors  that  contribute  to  the  devel- 
opment of  the  interstitial  emphysema.'  Atelectasis, 
considered  the  most  determinant  one,  causes  compensa- 
tory hyperinflation  of  adjacent  lung  tissue.  Overinflated 
perivascular  alveoli  rupture  into  the  vascular  sheath.  In 
newborns,  atelectasis  could  be  secondary  to  a congenital, 
pneumonic  or  foreign  body  (i.e.  meconium  aspiration) 
bronchial  obstruction  or  failure  of  the  lung  to  expand 
completely  at  birth  (congenital  atelectasis).'’  '*  Another 
factor  is  the  forcible  air  flow  with  the  use  of  artificial 
ventilators. 

The  interstitial  air  in  the  lung  and  mediastinum  could 
interfere  with  the  circulation,  compressing  the  pulmonary 
vessels,  the  mediastinal  great  vessels  and  the  heart, 
decreasing  the  pulmonary  blood  flow,  the  venous  return 
and  the  filling  of  the  heart.  Also,  it  may  interfere  with  the 
respiratory  movements,  splinting  the  chest  on  inspiration, 
leading  to  decreased  lung  compliance. 

In  the  majority  of  these  infants  the  condition  resolves 
with  supportive  management.  Less  than  2%  of  them 
require  pulmonary  resection.  Patients  with  respiratory 
failure  refractory  to  treatment  (inability  to  be  weaned 
from  ventilator),  recurrent  pneumothorax,  atelectasis,  or 
recurrent  infections  with  a localized  and  persistent  form 
of  involvement  are  amenable  to  surgical  therapy.^’  ^ 


Resumen:  El  enfisema  pulmonar  intersticial  es  una 

forma  de  enfermedad  quística  pulmonar  adquirida,  rara  en 
el  paciente  que  no  ha  necesitado  tratamiento  con  ventila- 
ción mecánica.  El  tratamiento  quirúrgico  es  necesario  en 
una  minoria  de  estos  casos,  cuando  hay  complicaciones 
tales  como  insuficiencia  respiratoria  persistente,  neumo- 
tórax  recurrente  o infecciones.  Se  presenta  un  recién  nacido 
varón  con  neumotórax  recurrente  asociado  con  la  forma 
localizada  de  la  enfermedad.  El  infante  recuperó  comple- 
tamente después  de  la  lobectomía  del  lóbulo  superior  del 
pulmón  izquierdo. 
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Su  capacidad  para  generar  un  ingreso  es  su  más  valioso  caudal.  Pero  usted  no  puede  controlar 
su  salud  futura  por  completo.  Por  eso  necesita  un  seguro  por  incapacidad. 

El  plan  de  John  Hancock  P-65  PLUS  para  profesionales,  protegerá  su  ingreso  y estilo  de  vida 
contra  los  estragos  de  la  incapacidad  total  o parcial: 


•Renovación  - El  plan  P-65  PLUS  no  puede  cancelarse 
y garantizamos  su  renovación  hasta  los  65  años.  Luego  de 
los  65  la  póliza  es  renovable  por  vida  si  usted  está  traba- 
jando y recibiendo  ingresos. 

•Protección  de  ingresos  futuros  - Puede  adquirir 
protección  adicional  para  ingresos  mensuales—  por  un 
término  o permanentemente—  al  presentar  evidencia 
económica  de  que  cualifica. 

•Definición  de  la  incapacidad  total  - Es  la  incapaci- 
dad de  llevar  a cabo  los  deberes  fundamentales  de  su 
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•Especialidades  profesionales  aseguradas  - La 

incapacidad  total  se  refiere  a su  ocupación  regular,  inclu- 
yendo muchas  especialidades  profesionales. 

•Incapacidad  residual  - Disponible  como  cláusula 
opcional.  Le  provee  beneficios  si  esta  parcialmente  inca- 
pacitado (aunque  esté  ejerciendo  su  propia  ocupación)  y 
si  pierde  25%  ó más  de  su  previo  ingreso  mensual. 

•“Cost  of  Living  Adjustment”  - Cláusula  opcional 
que  le  protege  contra  la  inflación  mientras  se  halla  inca- 
pacitado. 

•Máximo  período  de  beneficios  - Pagaderos  hasta 
los  65  años  de  edad.  Si  la  incapacidad  comienza  luego  de 
los  65,  el  período  máximo  de  beneficios  es  de  2 años.  (La 
opción  de  pago  de  beneficios  por  vida  está  disponible). 


•Incapacidad  total  presuntiva  - Se  considera  incapa- 
cidad total  la  pérdida  total  de  la  vista,  habla,  oído  o de 
dos  miembros,  aún  si  continúa  trabajando  en  su  ocupa- 
ción. Además,  se  le  releva  del  período  de  espera  y se  le 
pagan  beneficios  por  vida,  aún  si  su  período  de  beneficios 
cubre  sólo  hasta  los  65  años  de  edad. 

•Beneficio  por  rehabilitación  - Le  permite  participar 
en  un  programa  aprobado  de  rehabilitación  ocupacional 
y todavía  recibir  beneficios  por  6 meses,  aún  si  cesa  de 
estar  incapacitado. 

•Beneficio  por  donar  órgano/círugía  cosmética  - 

Beneficios  pagaderos  si  se  incapacita  totalmente  como 
resultado  de  una  cirugía  cosmética  o la  donación  de  un 
órgano  para  transplante. 

•Los  beneficios  no  disminuirán  aunque  existan 
otras  cubiertas  - Son  pagaderos  aún  si  tiene  otras 
cubiertas,  como  compensación  por  accidentes  en  el  traba- 
jo, beneficios  por  incapacidad  del  Seguro  Social  o benefi- 
cios de  ingresos  por  incapacidad  de  grupo. 

•Pólizas  opcionales  disponibles  - Cláusulas  como; 
“Monthly  Income  Supplement”,  “Waiver  of  Waiting 
Period”,  “Social  Security  Replacement”. 

•Relevo  de  pago  de  las  primas  - Mientras  se  halle 
totalmente  incapacitado  antes  de  cumplir  los  65.  El  relevo 
es  efectivo  a los  90  días  de  su  incapacidad  total.  Las  pri- 
mas que  usted  paga  en  esos  90  días  le  serán  reembolsadas. 
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Dietary  Antioxidants  and  Cancer* 

John  A.  Milner,  Ph.D.** 


Cancer  is  a growing  concern  to  all  segments  of  our 
society  and  ranks  as  the  second  leading  cause  of 
death  for  Americans.  Differences  in  the  susceptibility  to 
cancer  have  been  attributed  to  environmental  factors  in 
part,  including  variations  in  dietary  customs  and  habits. 
These  customs  and  habits  may  increase  or  decrease  the 
risk  of  cancer  depending  on  the  relative  intakes  of 
nutrient  and  nonnutritive  components  of  the  diet. 

Cancer  is  defined  as  a population  of  cells  that  has 
uncontrolled  growth  and  has  spread  without  normal 
restraints.  The  cancer  process  is  thought  to  involve  at 
least  two  phases:  initiation  and  promotion.  Initiation  is 
the  rapid,  irreversible  consequence  of  damage  to  cellular 
macromolecules,  such  as  DNA.  Such  modification 
affects  all  aspects  of  the  cell.  Promotion  is  the  accelerated 
division  of  the  initiated  cell  ultimately  leading  to 
uncontrolled  growth.  Diet  may  modify  the  process  of 
carcinogenesis  by  modification  of  either  the  initiation  or 
the  promotion  phases. 

Antioxidants  As  Cancer  Inhibitors 

Interest  in  antioxidants  as  modifiers  of  the 
carcinogenic  process  has  stemmed  from  the  “Free 
Radical  Theory  of  Carcinogenesis.”  This  theory  suggests 
that  genetic  modification  caused  by  oxy  and  peroxy 
radicals  formed  by  oxidation  of  carcinogens,  or  caused 
by  reduced  oxygen  species  such  as  hydroxyl  and 
superoxide  radicals,  hydrogen  or  organic  peroxides 
formed  as  secondary  products  of  metabolism,  leads  to 
transformed  cells.'  A common  property  of  promoters 
may  be  their  ability  to  produce  oxygen  radicals. 

Antioxidants  as  modifiers  of  these  processes  have  been 
items  of  intense  scientific  debate.  The  demostration  that 
under  specific  conditions  vitamins  A,  E,  C,  certain 
synthetic  antioxidants,  as  well  as  selenium,  have 
anticarcinogenic  activity  in  experimental  animals  has 


**  Division  of  Nutritional  Sciences  and  Department  of  Food 
Science.  University  of  Illinois,  455  Bevier  Hall,  905  S.  Goodwin 
Avenue.  Urbana,  IL  61801 


supported  this  hypothesis.  Although  much  is  known 
about  these  agents,  this  brief  review  will  attempt  to 
provide  some  of  the  recent  concepts  and  research 
controversies  in  this  exciting  area. 

Vitamin  A 

Vitamin  A is  a generic  term  referring  to  two  families  of 
dietary  factors,  one  comprising  the  various  types  of 
preformed  vitamin  A (retinyl  esters,  retinol  and  retinyl) 
and  the  other  including  various  types  of  provitamin  A 
(carotenoids).  In  humans,  carotenoids  can  be  absorbed 
intact  and  vary  widely  in  their  vitamin  A equivalency. 
Various  studies  have  reported  an  inverse  relationship 
between  apparent  vitamin  A intake  and  the  incidence  of  a 
variety  of  cancers. ^ These  studies  have  for  the  most  part 
only  monitored  B carotene  intakes. 

Various  investigators  have  suggested  that  low  serum 
retinol  levels  are  associated  with  increased  risk  of 
cancer. 2,3,4, 5 Studies  in  various  parts  of  the  world  suggest 
blood  retinol  or  B-carotene  levels  are  lower  in  patients 
with  cancers  of  the  oral  cavity,  lung  and  gastrointestinal 
tract. 2 However,  the  relationship  between  dietary  intakes 
and  its  level  in  serum,  which  normally  is  homeostatically 
controlled,  is  not  clear,  especially  in  populations  not 
generally  considered  deficient  in  this  nutrient. 

Nevertheless,  there  is  evidence  in  animal  models  that 
vitamin  A deficiency  increases  the  susceptibility  to 
chemically  induced  tumors  and  that  excess  vitamin  A 
tends  to  inhibit  this  induction.^  Relative  to  the  free 
radical  theory  of  cancer,  vitamin  A has  been  shown  to 
inhibit  microsomal  lipid  peroxidation. ’ Supplemental 
retinyl  acetate  also  inhibits  experimentally  induced  oral 
cancer  in  hamsters  even  after  precancerous  lesions  were 
present  and  carcinomas  had  begun  * Vitamin  A has  also 
been  shown  to  inhibit  breast  cancer  in  models  where  the 
carcinogen  used  did  not  require  activation.*  These  data 
suggest  that  vitamin  A may  also  inhibit  the  promotion 
or  proliferation  of  transformed  cells  in  addition  to  a 
direct  effect  on  initiation.  Due  to  the  potential  toxicity  of 
vitamin  A,  its  usefulness  as  an  anticarcinogenic  agent  in 
humans  is  questionable. 

Various  carotenoids  have  also  been  found  to  protect 
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mice  against  UV-induced  skin  tumors.^  While  the 
mechansim  of  action  of  the  carotenoids  does  not  appear 
to  depend  on  their  provitamin  A activity,  it  may  relate  to 
some  other  intrinsic  factor,  possibly  free  radical 
scavenging. Carotenoids  are  less  toxic  and  may 
therefore  offer  promise  as  an  anticarcinogenic  agent  in 
humans." 

Vitamin  C 

Epidemiological  studies,  based  on  the  consumption  of 
foods  known  to  contain  high  concentration  of  this 
vitamin,  suggest  that  vitamin  C may  lower  the  risk  of 
cancer,  particularly  in  the  esophagus  and  stomach'^’" 
but  not  colon  cancer."  Such  observations  are  consistent 
with  data  from  experimental  animals  showing  that 
vitamin  C is  effective  in  blocking  the  reaction  of  secon- 
dary and  higher  amines  with  nitrite  thus  decreasing  the 
formation  of  nitrosamines. " The  treatment  of  pregnant 
hamsters  with  ascorbate  together  with  nitrite  and  ethylu- 
rea  (precursors  of  ethylnitrosourea)  completely  inhibited 
the  induction  of  tumors  in  the  offspring. " Other  experi- 
ments reveal  high  dietary  sodium  ascorbate  reduces  the 
incidence  of  lung  tumors  in  mice  treated  with  various 
amines  along  with  nitrite."  The  effect  of  vitamin  C on 
carcinogenesis  induced  with  other  chemicals  has  not  been 
as  conclusive. 

Low  concentrations  of  ascorbic  acid  also  suppressed 
the  growth  of  human  leukemia  cells  from  patients  with 
acute  nonlymphocytic  leukemia  under  conditions  in 
which  the  growth  of  normal  myeloid  colonies  were  not 
suppressed."  Thus,  some  neoplastic  cells  may  also 
respond  to  supplemental  vitamin  C.  The  importance  of 
vitamin  C as  an  inhibitor  of  overall  carcinogenesis 
remains  an  area  of  active  interest. 

Vitamin  E 

Although o<  -tocopherol  is  the  active  form  often  desig- 
nated as  vitamin  E,  there  are  seven  other  naturally  occur- 
ring tocopherols.  Little  epidemiological  data  are 
available  on  the  association  of  vitamin  E intakes  with 
cancer  risk.  However,  like  vitamin  C,  this  vitamin  com- 
petes for  nitrite  and  thereby  can  reduce  the  formation  of 
nitroso  compounds."  Most  commercial  preparations  of 
®<-tocopherol  are  present  as  the  acetate  or  hemisuccinate 
esters  and  as  such  are  inactive  as  scavengers  of  nitrosating 
species. 

Vitamin  E has  been  reported  to  provide  some  protec- 
tion against  carcinogenesis  in  animals  receiving  methyl- 
cholanthrene,"  by  7,12  dimethylbenz(a)anthra-cene 
(DMBA)2o  and  by  dimethylhydrazine^'  and  to  inhibit  the 
chromosomal  damage  caused  by  benzopyrene  to  cells  in 
culture. 22  Increased  urinary  excretion  of  malonaldehyde, 
an  in  vivo  carcinogenic  decomposition  product  of  fatty 
acid  peroxides,  occurs  in  rats  deficient  in  this  vitamin. 22 
However,  vitamin  E appears  to  be  less  effective  against 
chemically  induced  carcinogenesis  than  the  major  com- 
mercial synthetic  food  antioxidants. 2“* 

Synthetic  Antioxidants 

Protection  against  chemically  induced  cancer  has  been 
most  clearly  demonstrated  in  animals  in  the  case  of  food 
antioxidants  butylated  hydroxyanisole  (BHA)  and  buty- 


lated  hydroxytoluene  (BHT).  The  commercial  lipid  anti- 
oxidant, ethyoxyquin,  also  has  anticarcinogenic 
properties. 2'*. 25  The  anticarcinogenicity  of  these  agents 
does  not  appear  to  relate  to  a common  structural  charac- 
teristic. Furthermore,  certain  food  antioxidants,  suchas 
BHA  and  BHT,  are  ineffective  as  substitutes  to  prevent 
and  treat  vitamin  E deficiency. 2*  Nervertheless,  numer- 
ous experiments  have  shown  that  BHA  has  anticarcino- 
genic properties  against  a wide  array  of  chemical 
carcinogens  which  cause  tumors  in  several  different 
target  organs. 2'* 

The  minimum  effective  dietary  concentration  of  BHT 
is  influenced  by  the  dietary  composition,  by  the  quantity 
of  carcinogen  given  and  by  the  species  examined.  King 
and  McCay  found  BHT  to  be  superior  to  BHA  as  an 
inhibitor  of  DM  BA  mammary  tumorigenesis  but  ineffec- 
tive to  the  direct  acting  carcinogen,  nitrosourea. 25  The 
effectiveness  of  BHT  does  appear  to  relate  to  the  degree 
of  unsaturation  of  dietary  fat  and  therfore  may  relate  to 
its  antioxidant  properties. 22  However,  both  BHA  and 
BHT  appear  to  protect  against  chemically  induced  tum- 
ors also  by  accelerating  the  catabolism  and  excretion  of 
carcinogens  via  enzyme  modification. 2^*  While  the  quanti- 
ties needed  to  lead  to  these  inhibitions  are  considerably 
higher  than  typical  daily  intakes  of  humans,  they  non- 
etheless are  dramatic. 

Selenium 

Considerable  evidence,  both  epidemiological  and 
experimental,  support  the  hypothesis  that  increased  die- 
tary intake  of  selenium  decreases  the  susceptibility  to 
cancer. 28, 29  Selenium  has  been  shown  to  inhibit  a wide 
array  of  carcinogens  which  cause  cancer  at  a variety  of 
locations.  Selenium  is  unique,  in  that  it  has  been  shown  to 
inhibit  the  growth  of  chemically  induced,  virally  induced 
and  transplantable  tumors  in  experimental  animals. 20, 21 
Relatively  high  amounts  of  selenium  are  required  in 
experimental  animals  to  bring  about  a reduced  suscepti- 
bility. A minimum  requirement  for  selenium  in  most 
mammals  is  about  0.05  ug/g  diet,  which  is  about  40  times 
lower  than  the  quantity  typically  given  experimentally  to 
inhibit  carcinogenesis.  The  relative  toxicity  of  selenium  is 
an  area  of  continual  concern.  The  effectiveness  of  sele- 
nium does  not  relate  to  its  functions  as  a component  of 
glutathione  peroxidase. 20  The  available  data  suggest  that 
selenium  may  modify  the  metabolism  of  carcinogens  and 
also  decrease  the  proliferation  of  neoplastic  cells. 

Summary 

Scientifically  valid  data  on  the  relationship  of  antioxi- 
dants to  cancer  come  from  three  major  sources:  human 
epidemiological  studies,  experimental  studies  with  anim- 
als and  in  vitro  tests  for  genetic  toxicity.  Controversies 
are  inevitable  when  data  are  either  not  clear-cut  or 
incomplete.  This  is  clearly  the  case  for  the  effects  of 
vitamins  A,  C,  E,  synthetic  antioxidants  and  selenium  on 
the  risk  of  cancer.  Interpretations  therefore  depend  on 
the  criteria  selected  for  evaluation  and  are  influenced  by 
individual  or  collective  judgement.  Considerable 
research  indicates  the  cancer  inhibitory  effects  of  vitamin 
A,  vitamin  C,  synthetic  antioxidants  and  selenium  may 
be  due  in  part  to  their  ability  to  alter  the  enzymes 
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involved  in  the  metabolism  of  carcinogens  or  to  inhibit 
cancer  promotion,  rather  than  their  antioxidant  proper- 
ties per  se.  Vitamin  C and  E are  generally  less  active 
inhibitors  of  overall  carcinogenesis,  yet  their  action  may 
relate  to  the  sequestering  of  genotoxic  free  radicals. 

The  overwhelming  evidence  suggests  that  what  we  eat 
can  influence  the  probability  of  certain  types  of  cancer.  It 
is  not  at  present  possible  to  specify  a diet  that  protects  all 
people.  Characterizing  and  optimizing  defense  systems 
may  represent  an  important  strategy  for  minimizing 
cancer  risk.-’^  jt  must  be  emphasized  that  any  nutrient 
taken  in  excess  can  be  toxic.  Therefore,  the  indiscrimi- 
nate use  of  supplements  may  lead  to  as  many  complica- 
tions as  what  they  are  aimed  at  preventing.  Therefore, 
even  with  the  vast  accumulation  of  new  knowledge 
regarding  these  dietary  constituents,  nutrition  experts 
continue  to  emphasize  that  it  is  best  to  eat  a varied  and 
balanced  diet  and  maintain  weight  within  a reasonable 
range. 
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Leaving  island  for  fellowship  training 
must  sell  beautiful  house  in  exclusive 
Quintas  de  San  Luis,  Caguas  next  to  expressway. 
3 bedroom,  2-1  bath,  family  room, 
equipped  kitchen,  laundry, 
living-dining  room. 

Security  includes  fence  and 
electrical  gate  to  house  community, 
wireless  alarm.  Must  see. 

Lor  appointment  call  768-5447,  769-4079 


Se  Alquila  Oficina 

en  la  Calle  de  Diego,  en  R ío  Piedras 
completamente  equipada  con  dos  aire, 
teléfono,  agua  y luz. 

Toda  la  mañana  desde  7:00  A.M.  a 2:00  P.M. 
Precio  razonable.  Ponerse  en  contacto 
en  la  mañana  y la  noche  con  el  teléfono  767-2451. 
En  la  tarde  desde  las  2:00  hasta  las  6:00  P.M., 
llamar  al  765-8058 


Se  Alquila  o se  Vende  Oficina  Médica 
Obstetricia  y Ginecología  - Completamente  Equipada. 
Edificio  Medina  Center,  Río  Piedras 
Información:  Tels.  726-5778,  755-0661 
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PHimCIANS. 

WESCHEDUUOURTIME 

TO  FIT  YOUR  TIME. 

Were  very  flexible  in  the  Army  Reserve  about 
time.  We  take  into  account  your  practice,  your  time  and 
availability. 

Were  not  flexible  about  the  quality  of  medicine. 
We  demand  much  of  ourselves  and  of  every  member  of 
our  medical  team. 

If  you’d  like  to  learn  more  about  the  medical 
opportunities  in  a nearby  Army  Reserve  unit,  call  your 
Army  Medical  Personnel  Counselor; 


ARMY  RESERVE.  BE  ALLYQU  CAN  BE. 


ARMY  RESERVE  MEDICINE 
Federal  Office  Bldg.  Room  919 
Box  63  -51  S.W.  1st.  Ave. 

Miami,  FL  331 30 
Call  Collet;  (305)  371-9257 


SOCIOS  NUEVOS 


ACTIVOS 


Batlle  Morell,  Cosme  R.,  MD  - Escuela  de  Medicina 
Universidad  de  Santo  Domingo,  República  Dominicana, 
1958,  Oftalmología.  Ejerce  en  Río  Piedras. 

Cuff  Negroni,  Charles,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1980,  Cirugía. 
Ejerce  en  Río  Piedras. 

Delgado  Colón,  Víctor  L.,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominica,  1976,  Medicina  General.  Ejerce  en  Manatí. 

Fuxench  López,  Zaida  Zelma,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Reumatología.  Ejerce 
en  Bayamón. 

García  Firpí,  Margarita,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1979,  Neurología.  Ejerce  en 
Arecibo. 

Golderos  Sanabria,  Francisco,  MD  - Escuela  de  Medicina 
Eacultad  Médica  de  Valencia,  España,  1976,  Anestesio- 
logía. Ejerce  en  Humacao. 

Gottlieb,  Estaban  E.,  MD  - Escuela  de  Medicina 
Universidad  de  Harvard,  Boston,  1978,  Pediatría.  Ejerce 

en  Arecibo. 

i 

Gutiérrez  Hernández,  Manuel,  MD  - Escuela  de  Medicina 
Universidad  de  Valladolid,  España,  1976,  Obstetricia  y 
Ginecología.  Ejerce  en  Las  Piedras. 

Jordán  López,  Tomás,  MD  - Escuela  de  Medicina 
Universidad  Santiago  de  Compostela,  España,  1978, 
Medicina  General.  Ejerce  en  Bayamón. 

López  Ruiz,  Angel  Luis,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Guadalajara,  México,  1977, 
Cirugía  General.  Ejerce  en  Santurce. 

Malavé  Latorre,  Pedro  J.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1980,  Pediatría.  Ejerce  en 
San  Sebastián. 

Meléndez  Sánchez,  María  Teresa,  MD  - Escuela  de 
Medicina  Universidad  de  Puerto  Rico,  1971,  Pediatría  y 
Nefrología  Pediátrica.  Ejerce  en  Bayamón. 

Moscoso  Moscoso,  Ricardo,  MD  - Escuela  de  Medicina 
Unversidad  de  Puerto  Rico,  1980,  Obstetricia  y Ginecología. 
Ejerce  en  Río  Piedras. 

Oben  Martínez,  Jorge,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1984,  Obstetricia 
y Ginecología.  Ejerce  en  Mayaguez. 


Ortiz  Camacho,  Martín,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1977,  Medicina  Interna  y 
Gastroenterología.  Ejerce  en  Hato  Rey. 

Pereyra,  Buenaventura  del  C.,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana,  1977,  Medicina  General.  Ejerce  en  Río 
Piedras. 

Rodríguez  Vallecillo,  Edgardo,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1979,  Dermatología.  Ejerce 
en  Bayamón. 

Santos  Otero,  Milagros,  MD  - Escuela  de  Medicina 
Facultad  Médica  de  Zaragoza,  España,  1976,  Pediatría. 
Ejerce  en  Isabela. 

Soler  Ramírez,  Ricardo  Javier,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  México,  1972,  Medicina 
General.  Ejerce  en  Río  Piedras. 

Vargas  Pérez,  René,  MD  - Escuela  de  Medicina  Univer- 
sidad de  Puerto  Rico,  1966,  Medicina  Interna.  Ejerce  en 
Santurce. 

INTERNOS-RESIDENTES 

Boria  Carcaño,  Fausto  R.,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana  1980,  Fisiatría. 

Marrero  Russe,  José  R.,  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1981,  Medicina 
de  Familia. 

Miranda  Iglesias,  Juan  J.,  MD  - Escuela  de  Medicina 
Universidad  Católica  Madre  y Maestra,  República 
Dominicana,  1985,  Medicina  General. 

REINGRESOS 


Font  Ramos,  Eugenio,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1962,  Pediatría.  Ejerce  en 
Caguas. 

Morales  de  Vélez,  Carmen  L.,  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1963,  Pediatría.  Ejerce  en 
Santurce. 

Oquendo  Maldonado,  Miguel  A.,  MD  - Escuela  de 
Medicina  Universidad  de  Madrid,  España,  1955,  Psiquia- 
tría. Ejerce  en  Hato  Rey. 

Rodríguez  Montes,  José  R.,  MD  - Escuela  de  Medicina 
Universidad  Nacional  de  México,  1960,  Pediatría.  Ejerce 
en  Hato  Rey. 

Suero  Pérez,  Rómulo,  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  República 
Dominicana  1967,  Cirugía  General.  Ejerce  en  Humacao. 

Vachier,  Eduardo,  MD  - Escuela  de  Medicina  de  la 
Universidad  de  Barcelona,  España,  1959,  Pediatría. 
Ejerce  en  Santurce. 
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INDERAL  LA  anc 


Hours  after  dose  (steady  state) 


- INDERAL  LA 
avoids  the  sharp  peaks 
seen  with  atenolol 


Blood  pressure  controlled, 


Smooth  blood  pressure 
control  and  well  tolerated 


INDERALLA 

PROPR/muHa)  Capsules^ 


Once-daily  INDERAL  LA  (propranolol  HCl)  keeps 
life  simple  for  the  patient.  A single  dose  provides 
24 -hour  blood  pressure  control.  Convenient  and  well 
tolerated,  INDERAL  LA  rarely  interferes  with 
everyday  living.  In  fact,  a recent  study  of  138  patients 
found  a low  incidence  of  side  effects  with  INDERAL 
LA,  which  was  not  significantly  different  from  that 
reported  with  metoprolol  and  atenolol.^ 

INDERAL  LA  should  not  be  used  in  the  presence  of 
congestive  heart  failure,  sinus  bradycardia,  cardiogenic 
shock,  heart  block  greater  than  first  degree,  and 
bronchial  asthma. 


Please  turn  page  for  brief  summary  of  prescribing  information. 


atenolol  over  24  hours*^ 


80  mg  INDERAL  LA 


I — I — 

16  20  24 
♦Plasma  concentrations  in  relation  to  the  mean. 


■ Smooth,  consistent 
plasma  drug  levels 
over  24  hours 

■ Full,  24-hour  blood 
pressure  control 
with  INDERAL  LA 


and  feeling  good 

Added  blood  pressure 
c9ntrol  with  the  preferred 
diuretic 

When  more  than  one  antihypertensive  agent  is  needed, 
once-daily  INDERIDE  LA  enhances  patient  compliance 
to  improve  long-term  control.  Patients  receive  all  the 
benefits  of controlled-release  INDERAL  LA  and 
standard-release  hydrochlorothiazide  (HCTZ),  for 
comfortable  morning  diuresis.  Not  only  does  this 
regimen  permit  patients  to  follow  normal  daily 
routines,  but  HCTZ  also  produces  less  potassium 
wastage  on  a mg-for-mg  basis  than  chlorthalidone. 

/HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Once-daily 

iNDERUmLA 

(PROPRANOLOL  HCI IINDERAL^  LAI 


Once-daily 

ImBtALLA 

rnfmaoLHO) 


LONG  ACTING 
CAPSULES 


Á 


Q 


80  mg 


1 120  mg 


‘ I The  appearance  of  these  capsules 

2 160  ma  IS  a registered  trademark 
^ of  Ayerst  Laboratories 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS.) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE®LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and  HYDRO- 
CHLOROTHIAZIDE (Long  Acting  Capsules) 

INDERAL  LA  AND  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg  substi- 
tutes for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block;  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or 
hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
blockers  should  be  avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with 
close  follow  up  in  patients  with  a history  of  failure  who  are  well  compensated,  and  are  receiving 
digitalis  and  diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of 
digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can.  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYRCDTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism  There- 
fore. abrupt  withdrawal  of  proprano'ol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests. 

IN  PATIENTS  WITH  WOLFF  PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects  at  any  of  the  dosage  levels 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 


Each  capsule  contains  propranolol  HCI  (INDERAL'  LA), 

80  mg,  120  mg,  or  160  mg,  and  hydrochlorothiazide,  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electrolyte 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  urine 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively  or 
receiving  parenteral  fluids  Medication  such  as  digitalis  may  also  influence  serum  electrolytes. 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present,  or 
during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypo- 
kalemia can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digitalis 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassium 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  except 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  occur 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  adminis- 
tration of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  salt 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  thiazide 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  Diabetes 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuretic 
therapy. 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolonged 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  iithiasis,  bone 
resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides  should  be  discontinued  before 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patient. 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is  not  sufficient 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in  cord 
blood.  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  against 
possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult. 

NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essential, 
the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild  and 
transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the  Raynaud 
type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short  term  memory  loss,  emotional  lability,  slightly  clouded  sensonum.  and 
decreased  performance  on  neuropsychometrics 
Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  consti- 
pation, mesenteric  arterial  thrombosis,  ischemic  colitis 
Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hemafo/og/c  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 
Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipation, 
jaundice  (Intrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia. 

Hematologic:  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia. 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics). 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions. 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness;  restlessness; 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or 
therapy  withdrawn 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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CITING  HIGH  NUMBER  OF  INJURIES, 
RESEARCHERS  CALL  FOR  REGULATIONS 
ON  ATV  USE 


55  deaths,  24  were  in  the  18  and  under  age  group.  Eighty 
percent  of  those  who  died  were  boys.  Wisconsin  and 
Mississippi  reported  the  most  deaths,  followed  by 
Michigan,  California  and  Georgia  (only  27  states 
reported  data). 

ATV’s  are  often  advertised  specifically  for  children, 
although  they  are  intended  for  farm  work,  beach  patrol 
or  recreation.  The  researchers  mention  that  ads  depict  the 
sport  of  driving  over  rough  terrain  —hills,  sand  dunes, 
inclines — and  this  can  increase  the  risk  of  injury. 

“There  is  an  inherent  lack  of  stability  of  the  vehicle  due 
to  the  triangular  wheel  base  design,”  the  researchers  note. 
In  addition,  two  other  safety  hazards  are  that  ATV’s 
generally  lack  a rear  suspension  system  capable  of 
absorbing  shocks  from  bumps,  and  the  driver  must  lean 
opposite  a turn  in  contrast  to  leaning  into  a turn  on  a two- 
wheel  vehicle. 


THE  NEW  SCARLET  LETTER-AIDS 
A PEDIATRIC  COMMENTARY: 
WHERE  DO  WE  GO  FROM  HERE? 


Researchers  at  the  University  of  Alabama, 
Birmingham,  report  that  all-terrain  vehicles  (ATV’s  or 
“three-wheelers”)  are  not  safer  than  motorcycles  or 
motorbikes,  as  the  public  seems  to  believe.  Because  they 
are  dangerous  to  the  growing  number  of  children  and 
adolescents  who  ride  them,  pediatricians  are  calling 
ATV’s  and  the  accidents  they  cause  a “nationwide 
problem.” 

Writing  in  the  March  issue  of  Pediatrics,  thejournal  of 
American  Academy  of  Pediatrics  (AAP),  the  researchers 
recommend  federal  regulations  to  prevent  ATV  abuse, 
such  as  a legally-established  operator’s  age,  speed  limit 
and  road  restrictions,  appropriate  driver  training,  and 
safety  mandates  on  the  use  of  helmets  and  protective 
clothing.  Currently,  no  federal  safety  precautions,  age 
limit  or  training  courses  are  required  for  ATV  use 
although  there  are  some  state  guidelines. 

The  report  cites  recent  data  from  ATV  accidents  and 
focuses  on  five  cases  that  resulted  in  death  and  permanent 
injury  in  1983  and  1984. 

In  one  1984  case,  three  young  boys  were  riding  one, 
three-wheel  ATV  along  the  edge  of  a highway.  When  the 
1 1-year  old  driver  swerved  to  avoid  hitting  a mailbox,  an 
oncoming  car  hit  the  children.  The  1 1-year  old  died  at  the 
scene,  his  brother  is  now  paralyzed  and  their  friend  broke 
his  arm  and  leg.  Study  researchers  R.C.  Sneed,  M.D., 
Samuel  Stover,  M.D.,  and  Philip  Fine,  Ph.D.,  note  that 
many  ATV  injuries  occur  in  children  and  adolescents, 
with  high  proportion  involving  younger  boys. 

U.S.  Consumer  Product  Safety  Commission  (CPSC) 
i data  shows  that  sales  of  ATV’s  have  increased 
1 substantially.  By  the  end  of  1983,  there  were  over  one 
million  ATV’s  in  use,  which  has  caused  a higher  injury 
rate  — from  about  3,000  injuries  from  ATV  accidents  in 
1979  to  more  than  27,000  in  1983. 

Additional  CPSC  data  investigated  ATV  accidents 
and  deaths  ( 1 982  to  1 984)  and  found  that  of  224  accidents 
investigated,  104  involved  persons  18  or  younger,  and  of 


Despite  recommendations  from  the  U.S.  Centers  for 
Disease  Control  (CDC)  and  the  American  Academy  of 
Pediatrics  (AAP),  children  with  AIDS  are  being 
exlcuded  from  school  and  society,  generating 
psychological  implications  like  those  that  plagued 
Nathaniel  Hawthorne’s  adulteress  in  The  Scarlet  Letter. 

Public  fears  of  contracting  AIDS  have  reached  an 
almost  hysteric  level.  But,  three  physicians  writing  a 
special  article  in  the  March  issue  of  Pediatrics,  the 
journal  of  the  AAP,  comment  that  transmission  of  the 
AIDS  virus  through  saliva,  tears  or  blood  is  theoretically 
possible  but  “will  be  as  rare  as  contracting  syphilis  from 
the  proverbial  toilet  seat.” 

In  a policy  statement  also  issued  in  the  journal,  the 
AAP’s  Committee  on  Infectious  Diseases  reiterates  its 
viewpoint  that  most  children  infected  with  the  AIDS 
virus  should  be  allowed  to  attend  school  in  an 
unrestricted  manner,  with  the  approval  of  their 
physician.  (The  Academy  announced  this  policy 
statement  during  an  October  1985  press  conference.) 
Instances  that  may  require  a more  restricted  school 
environment  are  cases  in  which  a student  lacks  control  of 
his  body  secretions,  has  an  open  skin  sore  that  cannot  be 
covered  or  displays  behavior  such  as  biting. 

“For  children,  the  main  route  of  transmission  is  pretty 
clear,”  says  Philip  Brunell,  M.D.,  AAP  Infectious 
Disease  Committee  Chairman.  “It’s  primarily  due  to 
maternal  and  perinatal  transmission.”  Dr.  Brunell 
stresses  that  only  one  case  of  AIDS  is  known  to  have  been 
transmitted  in  a household  contact  situation  and  it  was 
an  unusual  case  with  exclusive  circumstances. 

In  one  other  unusual  case  mentioned  in  the  Pediatrics 
article,  authors  Joseph  Church,  M.D.,  James  Allen, 
M.D.,  and  E.  Richard  Stiehm,  M.D.,  cite  an  infant  who 
seemingly  acquired  AIDS  from  his  previously  healthy  (at 
birth)  mother  through  breastfeeding.  She  had  received  a 
blood  transfusion  shortly  after  birth  from  a donor  in 
whom  AIDS  later  developed. 
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More  than  200  cases  of  pediatric  AIDS  are  on  record, 
56  percent  occurring  in  boys,  the  authors  note.  No  child 
has  contracted  the  \ irus  from  another.  More  than  75 
percent  of  the  cases  have  been  reported  in  New  York 
(highest  proportion  of  cases),  followed  by  Florida,  New 
Jersey  and  California.  Seventy  percent  of  the  reported 
children  have  died  from  the  disease. 

What  does  the  future  hold  for  battling  this  disease?  Dr. 
Brunell  notes  that  an  AIDS  vaccine  isn’t  expected  for  a 
long  time,  but  in  the  years  ahead,  “we  may  have  good 
control  of  the  high  risk  group.”  He  says  that  adminis- 
tering a vaccine  to  the  total  population  might  not  be 
worthwhile.  Possibly,  he  continues,  only  the  high  risk 
groups  would  be  immunized. 

The  AAP  continues  to  stress  that  AIDS-infected  chil- 
dren should  be  allowed  to  attend  school  with  proper  me- 
dical supervision.  Also,  the  student’s  right  to  privacy 
should  be  respected  by  keeping  the  number  of  school  per- 
sonnel aware  of  the  situation  to  the  minimum  needed  to 
assure  proper  care. 

The  AAP  further  recommends  that  all  schools  should 
adopt  routine  procedures  for  handling  blood  and  body 
fluids,  regardless  of  whether  AIDS-infected  students  are 
known  to  be  in  attendance.  Mandatory  screening  of  all 
children  for  AIDS  should  not  be  undertaken,  as  it  has  not 
proven  to  cost-effective. 

Until  a vaccine  or  antiviral  therapy  is  developed,  the 
AAP  recommends  following  guidelines  outlined  by  the 
CDC  and  public  health  officials  to  prevent  the  further 
spread  of  AIDS. 

ACADEMY’S  NEW  NUTRITION  HANDBOOK 

GIVES  UPDATES  ON  VITAMINS,  OBESITY 


The  normal,  breast-fed,  term  infant  of  a well- 
nourished  mother  doesn’t  need  any  specific  vitamin  and 
mineral  supplement  — provided  the  infant  gets  adequate 
sunlight  exposure. 

That  recommendation,  from  experts  writing  in  the 
American  Academy  of  Pediatrics’  newly-published 
“Pediatric  Nutrition  Handbook  (Second  Edition),” 
further  states  there  also  is  no  evidence  that  supplementa- 
tion is  necessary  for  the  full-term  infant  fed  commercial 
infant  formula  and  for  the  properly  nourished,  normal 
child. 

The  handbook,  written  by  the  Academy’s  Committee 
on  Nutrition  and  other  nutrition  experts,  says  that 
vitamin  and/or  mineral  supplements  are  relatively  inex- 
pensive and  available  without  prescription;  therefore, 
they  are  inappropriately  used  by  a substantial  proportion 
of  the  population. 

“The  widespread  consumption  of  these  supplemental 
products  also  is  fostered  by  a combination  of  advertising 
pressure  and  concern  about  dietary  adequacy,”  the 
authors  write,  maintaining  that  vitamin  and  mineral  sup- 
plements are  widely  abused  by  the  general  public  — 
occasionally  to  the  point  of  toxicity. 

Obesity:  Treatment  and  Prevention 

Obesity  is  the  most  important  nutritional  disorder  in 
the  United  States  today.  Children  as  well  as  adults  are 


afflicted,  and  the  percentage  of  obese  individuals  ranges 
from  10-30  percent. 

According  to  the  Academy’s  nutrition  handbook,  the 
tendency  for  childhood  obesity  to  persist  into  the  adult 
years  is  well-known.  Recent  evidence  also  suggests  that 
overweight  infants  are  more  likely  to  become  fat  adults. 
Thus,  it  is  possible  to  identify  children  at  risk  early  on; 
those  born  to  obese  parents,  those  who  gain  weight 
rapidly  during  infancy  and  those  whose  mothers  use  food 
to  control  behavior. 

Reasonable,  though  as  yet  unproven,  preventive  mea- 
sures include: 

— breastfeeding; 

— delay  in  introduction  of  solid  foods  and  counseling  of 
mothers  to  give  foods  only  in  response  to  hunger,  not 
as  a pacifier; 

— a reorientation  of  family  life  toward  low  calorie 
foods  and  the  ritualization  of  total  mealtime 
behavior; 

— promotion  of  physical  exercise. 

Incidentally,  skimmed  milk  is  an  inappropriate  food 
for  the  young  infant  because  it  has  too  much  protein  and 
too  many  minerals  per  calorie. 

FAST  FOODS  AND  CHILDRENS’ NUTRITION: 

A PROPER  MIXTURE  WILL  WORK 

Fast  foods.  According  to  recent  statistics,  its  is  One  of 
every  10  food  dollars  currently  is  spent  on  fast  foods  in 
the  United  States. 

But  is  fast  food,  whose  sales  exceed  $20  billion  annu- 
ally, as  good  for  children  and  adolescents  as  it  is  for 
burger  empires  and  pizza  chains? 

That  depends,  says  the  American  Academy  of  Pediat- 
rics (AAP)  in  its  newly-published  “Pediatric  Nutrition 
Handbook  (Second  Edition).”  The  extent  to  which  fast 
foods  are  a factor  in  the  nutritional  status  of  young 
people  depends  on  three  major  variables; 

— the  nutritive  quality  of  the  menu  items; 

— the  customer’s  selection  of  menu  items  that  consti- 
tute a meal; 

— adn  the  frequency  with  which  those  meals  are  eaten, 
and  the  amounts  consumed. 

Though  that  sounds  like  common  sense,  the  Acade- 
my’s Committee  on  Nutrition,  which  along  with  other 
nutrition  experts  from  across  U.S.  wrote  the  manual 
recommends  that  parents  and  adolescents  observe  the 
following  suggestions  concerning  fast  foods  to  ensure  an 
adequate  diet. 

For  example,  milk,  pure  fruit  juice  or  water  should  be 
substituted  for  soft  drinks  or  “shakes,”  the  authors  write. 
Shakes  include  some  calcium  from  milk  derivatives,  but 
enough  sugar  is  added  to  make  them  an  inefficient  source 
of  calcium  relative  to  caloric  content. 

Impromptu  portion  control  might  be  used  to  reduce 
the  effects  of  low-nutrient  density,  high  calorie  foods  in 
children.  A shake  or  French  fries  could  be  shared  with  a 
parent  or  sibling,  for  example;  and  part  or  all  of  a bun  can 
be  removed  so  the  amount  of  calories  is  reduced. 

Finally,  existing  studies  of  fast  food  menus  demon- 
strate the  potential  for  some  excesses  or  deficiencies  — 
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consuming  too  many  calories  and/or  too  tew  nutrients. 
However,  for  the  most  part  fast  food  diets  are  relatively 
easy  to  correct,  except  for  individuals  on  a salt-restricted 
diet,  the  authors  write. 

Most  “consumers”  of  fast  food  who  are  aware  of  the 
tradeoffs  can  compensate  for  the  peculiarities  of  this  type 
of  dining  by  eating  complementary  foods  such  as  beans, 
green  and  yellow  vegetables,  fruits  and  fiber-containing 
breads  and  cereals  at  home,  school  or  at  other  types  of 
eating  establishments. 

Fast  foods  are  not  necessarily  off  limits  to  children  on 
restricted  diets,  but  meal  planning  and  education  are 
important  because  items  like  sodium  and  iodine  are  dis- 
proportionately high  in  most  fast  foods. 

DRINKING  ALCOHOL 
A WAY  OF  LIFE  FOR  AMERICAN  TEENS? 

A recent  study  of  teenagers  living  in  an  affluent  suburb 
of  Washington  D.C.  indicates  a growing  “epidemic”  of 
alcohol  use  and  cautions  that  alcohol  abuse  among  ado- 
lescents should  not  be  considered  a harmless  rite  of  pas- 
sage into  adulthood  — its  use  can  increase  a teenager’s 
likelihood  of  becoming  a “problem”  later. 

The  study,  published  in  the  February  issue  of  Pediat- 
rics, the  journal  of  the  American  Academy  of  Pediatrics 
(AAP),  investigated  162  adolescents  from  white,  middle 
to  upper  class  families  from  Fairfax  County,  Virginia, 
and  found  that  the  majority  (63  percent)  reported  having 
drunk  alcohol  at  some  time. 

The  investigation  found  that  the  proportion  of  teens 
who  professed  never  to  drink  alcohol  became  progres- 
sively smaller  with  age,  and  overall,  one  fifth  said  they 
had  to  drink  more  than  six  beers  before  they  “got  a buzz.  ” 
Most  (76  percent)  knew  that  alcohol  is  a mind-altering 
drug,  including  alcohol,  increases  a teenager’s  likelihood 
of  becoming  a ‘problem’  for  school  officials  and  parents 
or  of  being  involved  in  a drug-related  motor  vehicle 
accident.  Social  acceptance  of  drinking,  peer  pressure, 
and  the  ready  availability  of  alcohol  have  led  to  an  epi- 
demic of  alcohol  use  among  teenagers.” 

The  study  analyzed  anonymous  questionnaires  filled 
out  by  teens  14  to  17  years  old  who  were  being  seen  for 
either  a checkup  or  minor  illness  in  a pediatric  group 
practice.  Most  of  the  adolescents  were  good  students  and 
reported  that  they  felt  their  future  was  bright.  Of  the  58 
percent  of  boys  and  42  percent  of  girls,  none  believed  he 
or  she  was  poor  and  five  percent  thought  they  were 
“rich.” 

Some  of  the  questions  were  self-directed  while  others 
asked  about  friends’  behavior.  “Respondents  appeared  to 
be  more  likely  to  admit  a ‘friend’s’  involvement,”  the 
study  said.  Almost  40  percent  stated  that  being  drunk  has 
caused  problems  between  good  friends  and  their  parents. 
Twenty-four  percent  said  that  a good  friend  received  a 
citation  for  drunk  driving.  Furthermore,  one  fifth 
reported  that  someone  in  their  family  drinks  alcohol 
every  day  and  someone  close  to  them  has  a drinking 
problem. 

“It  would  appear  that  only  a small  minority  of  adoles- 
cents drink  because  they  are  unhappy,  angry,  anxious, 
insecure,  depressed  or  narcissistic,”  wrote  Dr.  Schwartz. 


Most  drink  in  response  to  pressure  and  encouragement 
from  close  friends,  typically  at  unsupervised  parties  held 
at  a friend’s  house. 

Teenagers  drink  also  to  “fit  in”  and  “feel  older.”  By 
high  school  age,  though,  most  drink  to  have  a good  time. 
“Drinking  (at  this  age)  is  socially  expected  and  strongly 
encouraged,”  the  study  said.  Past  data  has  shown  that  by 
the  end  of  high  school,  93  percent  of  the  country’s  teenag- 
ers will  have  experimented  with  alcohol. 

There  was  no  association  between  males  and  heavy 
drinking,  the  study  said.  Respondents  who  reported  the 
highest  use  of  alcohol  also  reported  the  highest  use  of 
marijuana,  and  in  addition,  had  the  lowest  grade 
averages. 


AMERICAN  COLLEGE 

OF  PHYSICIANS 

ACP  ASSESSES  MEDICAL  TECHNOLOGIES 


Twelve  CEAP  recommendations  were  prepared  in 
1985  throgh  the  Clinical  Efficacy  Assessment  Project 
(CEAP)  of  the  American  College  of  Physicians  (ACP). 
Each  recommendation  contains  information  on  the 
safety,  efficacy  and  cost  of  medical  test,  procedure  or 
therapy  in  question.  This  active  program  of  technology 
assessment  gathers  pertinent  data  for  each  medical 
technology  being  evaluated  through  a comprehensive 
review  of  the  medical  literature  and  a broad  search  of  the 
scientific  and  clinical  expertise  available  through  the 
membership  of  both  the  ACP  and  its  advisory  bodies:  the 
Council  of  Subspecialty  Societies  and  the  Council  of 
Medical  Societies. 

1985  CEAP  RECOMMENDATIONS 

Apheresis  in  Chronic  Inflammatory  Demyelinating 
Polyneuropathy  and  in  Renal  Transplantation 

Although  recognized  as  a therapeutic  measure,  a 
review  of  the  medical  literature  indicates  that  there  are 
not  enough  data  to  warrant  the  use  of  plasmapheresis  for 
patients  with  these  medical  conditions.  The  ACP 
recommends  continued  study  of  this  therapeutic 
technique. 

Automated  Ambulatory  Blood  Pressure  Monitoring 

Automated  ambulatory  blood  pressure  monitoring 
can  be  used  to  determine  if  an  individual  is  truly  hyperten- 
sive but  further  studies  are  necessary  to  determine  which 
blood  pressure  readings  and  what  methods  for  checking 
blood  pressures  give  the  most  predictive  readings. 

Biofeedback  for  Hypertension 

Biofeedback  cannot  be  recommended  as  a first-line 
treatment  of  essential  hypertension.  As  with  medication 
or  other  anti-hypertensive  therapies,  the  use  of  biofeed- 
back requires  careful  monitoring  of  blood  pressure.  Eor 
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those  persons  who  suffer  adverse  reactions  to  medication 
therapy,  and  for  patients  with  mild  hypertension,  biofeed- 
back may  be  used  to  help  reduce  medication  require- 
ments. Current  studies  indicate  that  biofeedback  is  no 
more  effective  than  a variety  of  other  relaxation  therapies 
in  use  such  as  yoga,  meditation,  and  autogenic 
relaxation. 

Biofeedback  for  Neuromuscular  Disorders 

Biofeedback  for  neuromuscular  disorders  is  usually 
accomplished  by  electromyogram  (EMG)  biofeedback, 
which  is  designed  to  train  specific  muscles  or  muscle 
groups.  When  properly  used  as  part  of  comprehensive 
physical  therapy  program,  EMG  biofeedback  can  be  use- 
ful in  augmenting  immediate  gains  achieved  in  conven- 
tion physical  therapy  exercises;  in  facilitating  contraction 
of  paretic  muscles;  and  in  inhibiting  spasticity  in  certain 
patients  suffering  from  residual  disorders  of  cerebrovas- 
cular accidents  such  as  hemiparesis,  shoulder  subluxa- 
tion, and  footdrop.  EMG  biofeedback  is  also  an 
acceptable  therapeutic  option  in  the  treatment  of  spas- 
modic torticollis. 

In  most  patient  cases,  EMG  biofeedback  offers  no 
additional  improvement  over  that  achieved  by  conven- 
tional physical  therapy  in  such  parameters  as  gait  patt- 
erns, active  range  of  motion  or  overall  functional 
capacities.  Due  to  limited  data,  further  recommendations 
cannot  be  made  at  this  time  on  the  use  of  EMG  biofeed- 
back in  such  clinical  problems  as  facial  palsy,  lacerated 
hand  injuries,  spinal  cord  or  peripheral  nerve  injuries, 
cerebral  palsy,  tremor,  Huntington’s  chorea,  Parkinson’s 
disease,  muscular  atrophy  from  surgery,  arthritis,  or  pre- 
orthotic  training. 

The  Safety  and  Efficacy  of  Ambulatory  Cardiac 
Catheterization  in  the  Hospital  and  Freestanding  Setting 

It  appears  that  cardiac  catheterization  can  be  safely 
performed  in  the  outpatient  setting  of  a hospital  facility 
for  adult  patients  with  stable  coronary  symptoms,  no 
active  congestive  heart  failure,  no  significant  arrhyth- 
mias, and  no  significant  comorbid  factors  (bleeding 
diathesis,  renal  insufficiency,  uncontrolled  systolic  hyper- 
tension). The  facility  must  provide  immediate  access  to 
cardiac  surgery  if  necessary,  and  must  provide  a setting  in 
which  ambulatory  patients  can  be  observed  for  4-6  hours 
post  procedure. 

Cardiac  catheterization  should  NOT  be  performed  in  a 
freestanding  facility  because  patient  safety  is  threatened 
when  complications  arise  due  to  the  loss  of  time  needed  to 
transport  the  patient  to  the  hospital  and  because  there  is  a 
lack  of  regulatory  mechanisms  in  place  in  free-standing 
facilities  to  assure  quality  of  care. 

Cardiokymography 

Cardiokymography  is  a technique  for  recording 
motion  associated  with  contractions  of  the  anterior  wall 
of  the  left  ventricle  of  the  heart.  Since  its  initial  evaluation 
by  CEAP  in  1982,  new  studies  have  explored  the  uses  and 
indications  for  this  technique.  The  1985  CEAP  recom- 
mendation notes  that  cardiokymography,  when  com- 
bined with  exercise  electrocardiography,  can  help  detect 


the  development  of  post-exercise  abnormal  wall  motion 
and  increase  the  sensitivity  and  specificity  of  exercise 
testing  for  detection  of  coronary  artery  disease.  Because 
the  cardiokymogram  cannot  be  calibrated,  it  cannot  be 
used  to  measure  absolute  left  ventricular  wall  motion. 
Although  this  technique  is  as  safe  as  exercise  testing  and 
less  expensive  than  isotope  studies,  the  College  warns 
that  interpretation  of  the  tracing  is  a distinct  skill  and 
technically  uninterpretable  tracings  in  anumber  of  tests 
limit  its  use. 

Colonoscopy:  Management  of  Colorectal  Neoplasia 

This  recommendation  evaluates  the  use  of  colonos- 
copy for  the  diagnosis  and  treatment  of  colorectal  neopla- 
sia. Colonoscopy  is  very  effective  for  definitive  anatomic 
diagnosis  throgh  direct  visualization,  biopsy,  or  both  in 
patients  with  abnormal  sigmoidoscopic  or  radiographic 
findings.  It  has  replaced  colotomy  and  colectomy  for  this 
application  as  well  as  for  polypectomy.  Unless  there  is  a 
specific  contraindication,  all  polyps  10  to  20  mm  in 
diameter  should  be  excised  using  the  colonoscope.  Only 
expert  endoscopists  (physicians  who  have  been  specially 
trained  and  who  have  documented  skills)  should  attempt 
endoscopic  removal  of  polyps  larger  than  20  mm  in 
diameter,  especially  when  sessile.  Most  polyps  5 mm  to  10 
mm  in  diameter  should  be  excised  using  the  colonoscope 
unless  coincident  disease  or  extreme  age  make  it  unlikely 
that  the  polyp  will  become  clinically  significant. 

The  Diagnostic  Spinal  Tap 

Although  useful  for  detecting  many  diseases,  the 
diagnostic  spinal  tap  (or  lumbar  puncture),  which 
examines  the  cerebrospinal  fluid  (CSF),  is  being  replaced 
by  newer  diagnostic  tests,  such  as  CT  scanning  and  mag- 
netic resonanace  imaging.  The  merits  and  limitations  of 
the.  lumbar  puncture  and  specific  laboratory  tests  that 
should  be  performed  on  the  cerebrospinal  fluid  are 
discussed. 

Diagnostic  Thoracentesis  and  Pleural  Biopsy 

Diagnostic  thoracentesis  and  pleural  biopsy  — 
removal  of  fluid  from  the  chest  cavity  for  laboratory  tests 
and  subsequent  examination  of  cells  in  the  fluid — are 
standard  procedures  in  the  presence  of  most  pleural  effu- 
sions of  unknown  etiology.  They  are  relatively  safe  and 
cost-effective  since  they  can  be  done  on  an  outpatient 
basis.  The  sensitivity,  specificity,  and  predictive  values  of 
the  tests  are  described. 

Lithotripsy 

Lithotripsy  is  a technique  for  fragmenting  and  remov- 
ing stones  in  the  kidney,  bladder,  or  upper  ureter.  Of  the 
four  basic  types,  extracorporeal  shock  wave  lithotripsy 
(ESWL)  is  becoming  the  treatment  of  choice  for  the 
fragmentation  and  removal  of  stones  in  the  kidney  or 
upper  ureter.  Percutaneous  ultrasonic  lithotripsy  (PUL) 
is  an  acceptable  alternative  to  surgery  for  removing  upper 
tract  stones,  but  patients  being  treated  by  PUL  face  a 
greater  risk  of  serious  complications  or  eventual  surgery 
than  patients  treated  by  ESWL.  Electrohydraulic  litho- 
tripsy (EHL)  and  ultrasonic  lithotripsy  (UL)  are  accepta- 
ble methods  of  removing  bladder  stones,  but  reported 
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experience  using  a transurethral  approach  is  too  limited 
to  draw  firm  conclusiones  about  their  safety  and  efficacy. 
The  ACP  cautions  that  operator  experience  is  an  impor- 
tant factor  in  the  safety  and  effectiveness  of  all  types  of 
lithotripsy  and  recommends  that  both  the  instruments 
and  personnel  required  for  these  techniques  be  regional- 
ized — strategically  placed  throughout  the  country — so 
that  this  technology  can  benefit  the  largest  number  of 
patients. 

Pneumococcal  Vaccine 

Pneumococcal  vaccine  is  composed  of  a saline  solution 
containing  the  purified  capsular  polysaccharides  of  23 
types  of  Streptococcus  pneumoniae.  Although  to  date,  83 
pneumococcal  types  have  been  identified,  the  23  types 
included  in  the  vaccine  are  responsible  for  more  than  90 
percent  of  pneumococcal  pneumonia  cases  in  the  United 
States.  This  vaccine,  which  has  replaced  the  previously 
available  14-valent  vaccine,  is  recommended  for  persons 
who  are  at  increased  risk  of  developing  pneumococcal 
disease  and  its  complications  because  of  underlying 
health  conditions  (such  as  asthma  and  diabetes  mellitus) 
and  is  especially  recommended  for  persons  aged  65  years 
and  older,  because  pneumonia  and  influenza  are  the  fifth 
leading  cause  of  death  among  the  elderly.  The  vaccine 
only  has  to  be  given  once.  Persons  who  have  already  been 
immunized  with  the  14-valent  pneumococcal  vaccine 
SHOULD  NOT  have  the  23-valent  vaccine. 

Thrombolysis  for  Evolving  Myocardial  Infarction 

The  use  of  thrombolytic  agents  is  potentially  life- 
saving technique  but  because  of  a limited  number  of 
comparative  studies  to  date  must  still  be  considered 
investigational.  The  paper  describes  the  actions  of  these 
clot-dissolving  agents  (streptokinase,  urokinase,  and 
tissue-type  plasminogen  activator),  which  have  the 
potential  of  limiting  infarct  size,  preserving  left 
ventricular  function,  and  reducing  myocardial  infarction 
related  morbidity  and  mortality.  Further  studies  are 
recommended. 


Carciovascular  News 


SICKLE  CELL  ANEMIA  PATIENTS’  HEART 
PROBLEMS  NEED  EXERCISE-TESTING 
FOR  ACCURATE  DIAGNOSIS 

Electrocardiographic  changes  seen  frequently  with 
exercise  in  patients  with  sickle  cell  disease  cannot  be 
predicted  by  pre-exercise  EKGs  or  echocardiographic 
findings  of  left  ventricular  hypertrophy — and  they  may 
not  truly  reflect  ischemia,  as  they  are  commonly  thought 
to  do. 

These  are  among  preliminary  findings  from  the  22- 
center  National  Cooperative  Study  of  Sickle  Cell 
Disease,  sponsored  by  the  National  Heart,  Lung,  and 
Blood  Institute,  which  has  been  exploring  various 
functional  and  anatomical  (including  cardiac)  aspects  of 


the  disorder. 

Investigations  in  cardiovascular  function  were 
reported  from  several  of  the  five  centers  involved  in  that 
phase  of  the  study  during  a special  seminar  at  the  Second 
World  Congress  of  Pediatric  Cardiology. 

This  study  represents  the  largest  prospective  study  of 
cardiac  function  in  sickle  cell  anemia  in  which  the  time 
course  of  the  development  of  heart  disease  and  the  mag- 
nitude of  cardiac  abnormalities  are  examined.  Dr.  Jay 
Brown,  chief  of  cardiology  at  Harlem  Hospital  Center  in 
New  York  and  one  of  the  principal  investigators  in  the  big 
study,  told  Cardiovascular  News. 

Dr.  Brown’s  colleague  Dr.  Major  Geer,  director  of 
cardiovascular  exercise  studies  at  the  New  York  facility, 
had  found  in  an  investigation  of  1 79  of  24 1 homozygous 
sickle  cell  anemia  patients  that  neither  hemoglobin  levels 
nor  echocardiographic  evidence  of  left  ventricular  enlar- 
gement correlated  with  S-T  segment  depression  seen  on 
exercise. 

“S-T  segment  depression  did  occur  in  2 1 of  63  patients 
with  left  ventricular  dilatation,  but  24%  of  the  patients 
without  evidence  of  ventricular  enlargement  also  demon- 
strated the  EKG  changes,”  Dr.  Geer  said.  “There  was  no 
clear-cut  separation  of  patients.” 

A wide  range  of  hemoglobin  concentration  was 
observed  in  patients  with  both  “ischemic”  and  “non- 
ischemic” responses  to  exercise.  Half  of  the  patients  with 
hemoglobin  levels  in  the  5. 5-7.4  gm/  100ml  range  had 
ischemic  responses.  Of  those  in  the  7. 5-9. 4 gm/ 100ml 
pattern,  where  the  majority  of  patients  were  found,  only 
16%  had  ischemic  responses,  and,  in  the  9.5-1 1.4  group, 
approximately  30%  had  ischemic  responses. 

“The  clinical  variable  that  correlated  best  with  S-T 
segment  depression  was  double  product  (peak  systolic 
blood  pressure  X heart  rate  at  the  end  of  exercise),”  Dr. 
Geer  reported.  “The  range  of  the  double  products  of  the 
ischemic  group  was  significantly  higher  than  the  double 
products  of  those  in  the  non-ischemic  group  (p=0.05). 
We  feel  that  further  analysis  by  logistic  regression  may 
show  that  double  product/ ventricular  size/ hemoglobin 
together  may  provide  a better  predictor  of  ischemic 
repsonses.” 

The  results  of  this  study,  involving  patients  at  Harlem 
Hospital  Center,  Interfaith  Medical  Center  of  Brooklyn, 
Yale  University  Medical  Center,  and  Medical  College 
contrasted  with  earlier  reports  to  the  effect  that  sickle  cell 
patients  with  EKG  changes  of  ischemia  have  lower  mean 
hemoglobin  concentrations  than  do  patients  without 
such  EKG  changes. 

In  another  part  of  the  cardiologic  studies.  Dr.  Wesley 
Covitz  of  the  Medical  College  of  Georgia  in  Augusta 
found  that  73%  of  225  crisis-free  patients  had  abnormal 
echocardiograms.  Abnormal  septal  motion  and  a small 
pericardial  effusion  were  found  in  3.8%  and  9.2%  of  the 
patients,  respectively.  Mean  values  of  dimensions  of  left 
atrium,  left  ventricle,  left  ventricular  wall,  septum,  and 
aorta  were  higher  than  normal  adult  values.  In  fact.  Dr. 
Covitz  told  the  New  York  meeting,  sickle  cell  mean 
values  were  significantly  greater  than  normal  mean 
values  for  all  measurements  except  that  for  aortic  root 
dimension. 

“In  conclusion,”  he  said,  “dilatation  of  left  atrium,  left 
ventricle,  and  right  ventricle  were  associated  with  sickle 
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cell  anemia.  Left  ventricular  hypertrophy  was  common  in 
all  ages.  The  septum  was  more  affected  than  the  free  wall. 
Left  ventricular  ejection  time  was  prolonged  and  the  left 
ventricular  systolic  time  interval  ratio  was  decreased.” 

Dr.  Covitz  said  these  findings  correlated  positively 
with  age  and  negatively  with  hemoglobin  level.  While 
shortening  fraction,  velocity  of  circumferential  fiber 
shortening,  and  resting  ejection  were  usually  normal,  “a 
distinct  subgroup  exists  where  these  indices  of  systolic 
function  were  abnormal.  [But]  abnormal  systolic  func- 
tion was  not  associated  with  any  other  abnormalities.” 

He  said  exercise  performance  was  dramatically 
impaired  in  all  patients  studied,  and  a reduced  heart  rate 
response  was  noted  with  exercise.  While  ejection  fraction 
responses  ususally  were  normal,  a significant  subgroup 
had  abnormal  responses. 

S-T  segment  depression  > 1mm  was  common  exer- 
cise, Dr.  Covitz  said.  Ejection  fraction  response  corre- 
lated negatively  with  age,  S-T  depression,  and  systolic 
blood  pressure,  but  positively  with  hemoglobin. 


INFECTIVE  ENDOCARDITIS  ON  RISE 
IN  CHILDREN  AND  PROGNOSIS  IS  POOREST 
IN  LEFT  SIDE  LESIONS 


Pediatric  infective  endocarditis  seems  to  be  on  the  rise, 
and  complications  from  it  may  also  be  increasing,  accord- 
ing to  separate  reports  presented  at  the  Second  World 
Congress  of  Pediatric  Cardiology. 

Dr.  John  P.  Thomas,  Jr.,  associate  professor  at  the 
Medical  College  of  Wisconsin  and  a Pediatric  Cardiolo- 
gist at  Milwaukee  Children’s  Hospital,  noted  in  a poster 
presentation  that  20  cases  of  infective  endocarditis  had 
occurred  there  between  1970-1983 — but  16  out  of  these 
occurred  since  1977. 

In  an  interview  with  Cardiovascular  News,  Dr.  Tho- 
mas, who  has  had  a long-time  interest  in  infectious  dis- 
eases involving  the  heart,  said  it  now  seems  possible  to 
establish  profiles  predictive  of  outcome. 

“1  feel  that  infective  endocarditis  patients  who  have 
right-sided  heart  lesions  (ventricular  septal  defect,  tetral- 
ogy of  Fallot,  patent  ductus  arteriosus)  have  a lower 
mortality  (1/10)  and  certainly  fewer  significant  complica- 
tions, primarily  pulmonary  (septic  emboli)  and  cardiac,” 
he  said,  “whereas  the  left  heart  lesions — including  mirtral 
and  aortic  valve  and  septal  defects — had  higher  mortality 
(3/10),  although  there  were  insufficient  numbers  in  the 
Milwaukee  experience  to  provide  statistical 
significance.” 

The  left-sided  heart  lesions  additionally  “have  a signifi- 
cant increase  in  neurologic,  cardiac,  renal,  and  peripheral 
vascular  complications,  but  fewer  pulmonary 
complications.” 

He  said  the  infecting  organism  also  figured  in  ultimate 
complication  and  mortality  rates.  “The  children  who 
have  infectious  endocarditis  from  alpha  streptococci  or 
coagulase-negative  staphylococci  seem  to  have  lesser 
complications  and  a lower  mortality  (1/10),  while 
patients  with  coagulase-positive  staphylococci,  pneumo- 
cocci, and  beta  streptococci  have  an  increased  complica- 
tion and  mortality  (3/ 10),”  Dr.  Thomas  said. 


In  a paper  presented  at  the  same  meeting.  Dr.  Edward 
L.  Kaplan,  of  the  University  of  Minnesota  Medical 
School  in  Minneapolis,  cited  series  of  patients  reported  in 
the  last  decade  from  Cleveland,  Boston,  and  India  as 
indirect  support  of  the  belief  that  infective  endocarditis  is 
increasing  in  children  as  well  as  adults.  Based  on  records 
of  pediatric  admissions  to  hospitals,  he  said,  the  inci- 
dence has  risen  in  the  last  20  or  30  years  to  about  one  case 
per  1200  admissions. 

In  some  medical  and  surgical  centers.  Dr.  Kaplan 
pointed  out,  staphylococci  have  replaced  streptococci  as 
the  microorganisms  most  commonly  recovered  from 
children  with  infective  endocarditis,  “an  important  differ- 
ence because  of  the  relative  difficulty  in  preventing  or 
treating  staphylococcal  endocarditis.” 

Addressing  the  continuing  controversy  surrounding 
antibiotic  prophylaxis.  Dr.  Caplan  said: 

“There  appear  to  be  certain  anatomic  lesions  that  are  at 
high  risk.  It  seems  logical  that  bacteremia  must  precede 
endocarditis.  Data  in  the  literature  have  shown  that  bac- 
tericidal antibiotics  can  sterilize  the  blood.  Prophylactic 
administration  of  antibiotics,  although  actually 
unproven  in  controlled  studies,  appears  logical.” 

He  also  stressed  that  simplified  regimens  encouraging- 
compliance  by  patients,  physicians,  and  dentists  “are 
more  effective  than  are  intensive,  expensive,  and  painful 
regimens”  of  treatment. 


When  the  U.S.  Supreme  Court  ruled  in 
1982  that  physicians  should  be  allowed  to 
advertise,  few  doctors  saw  the  decision  as 
a new  "opportunity”.* 
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NONCONTRACEPTIVE  HORMONES  PROTECT 
WOMEN  FROM  RHEUMATOID  ARTHRITIS 

Middle-aged  women  who  have  taken  noncontraceptive 
hormones  have  a two-thirds  reduced  risk  for  rheumatoid 
arthritis,  according  to  a study  in  JAMA. 

Jan  P.  Vandenbroucke,  MD,  PhD,  of  Erasmus 
University,  Rotterdam,  the  Netherlands,  and  colleagues 
collected  data  on  490  perimenopausal  and  postmeno- 
pausal women  with  rheumatoid  arthiritis  and  a control 
group  of  659  women  with  soft-tissue  rheumatologic 
disorders  and/or  osteoarthritis.  Women  in  both  groups 
ranged  in  age  from  59  to  68  years  and  were  chosen 
randomly  from  five  rheumatologic  clinics. 

The  relationship  between  hormone  use  and  onset  of 
joint  disease  was  analyzed  separately  for  several  different 
groups.  When  the  effect  was  analyzed  without  consider- 
ing the  type  of  hormones  or  reasons  for  use,  the  resear- 
chers found  a two-thirds  reduction  in  incidence  of 
rheumatoid  arthritis  among  users.  They  then  measured 
the  effect  of  substitution  hormones  used  for  menopausal 
complaints  (symptoms  of  joint  disease  had  to  occur  no 
earlier  than  five  years  before  menopause).  In  this  group, 
users  of  substitution  hormones,  particularly  substitution 
estrogens,  showed  four-fifths  education  in  incidence  of 
rheumatoid  arthritis. 

Further  analysis  showed  that  for  woment  who  used 
noncontraceptive  hormones,  the  protective  effect  was 
greater  among  current  users.  “Current  use  of  substitution 
estrogens  had  a significantly  larger  negative  association 
than  former  use,”  the  researchers  say,  “which  supports 
the  reality  of  the  association.”  The  study  also  confirmed 
earlier  findings  that  oral  contraceptives  may  protect 
against  rheumatoid  arthritis;  the  disease  was  only  half  as 
common  among  women  who  had  used  the  pill. 

“The  finding  of  a negative  association  between  the  use 
of  substitution  hormones,  more  specifically  substitution 
estrogens,  and  rheumatoid  arthritis...  is  compatible  with 
a protective  effect  of  this  type  of  exogenous  hormone  use 
on  the  onset  of  rheumatoid  arthritis,”  the  researchers 
conclude.  An  accepted  biologic  mechanism  to  explain 
this  effect  is  lacking,  although  some  possible  hormonal 
mechanisms  have  been  described  in  recent  medical 
literature,  they  add. 

JAMA,  March  14,  1986 


BETA  BLOCKER  DEEMED  SAFE,  EFFECTIVE 
FOR  ELDERLY:  INTERNATIONAL  STUDY 


Metoprolol,a  beta-blocker  used  to  treat  hypertension, 
is  safe  and  effective  for  elderly  patients  and  seems  to 
cause  fewer  side  effects  than  does  the  antihypertensive 
diuretic,  hydrochlorothiazide.  For  patients  whose  blood 
pressure  remains  high  after  treatment  with  metoprolol,  a 
small  dose  of  hydrochlorothiazide  may  be  successfully 
added  to  the  regimen.  The  conclusions  come  from  an 
international  multicenter  double-blind  study  and  are 
published  in  JAMA. 

John  Wikstrand,  MD,  PhD,  of  the  University  of 
Goteborg,  Sweden,  and  colleagues  from  40  clinical 
centers  in  12  different  countries  randomly  placed  562 
patients,  aged  60  to  75  years,  into  two  groups.  Each  group 
of  281  patients  received  either  lOQ  mg  of  metoprolol  or 
25  mg  (incrased  in  some  to  50  mg)  of  hydrochloro- 
thiazide daily.  Besides  monitoring  blood  pressure,  the 
researchers  conducted  a variety  of  laboratory  tests  after 
four  and  eight  weeks  of  treatment. 

“Systolic  and  diastolic  blood  pressure  was  significantly 
reduced  with  both  regimens,”  the  researchers  say.  After 
four  weeks,  50  percent  of  the  metoprolol  patients  and  47 
percent  of  the  hydrochlorothiazide  patients  had  diastolic 
blood  pressures  of  95  mm  Hg  or  less,  and  these  propor- 
tions increased  to  65  percent  and  61  percent  after  eight 
weeks. 

“There  were  no  significant  differences  in  total 
symptom  score  or  single  symptoms  between  the 
regimens,  but  significantly  more  patients  had  hypoka- 
lemia and  hyperuricemia  with  the  hydrochlorothiazide 
regimen,”  they  observe.  “Thus,  we  conclude  that  begin- 
ning antihypertensive  treatment  with  100  mg  of  metro- 
polol  once  daily  and  adding  a small  dose  of  hydro- 
chlorothiazide regimen,”  they  observe.  “Thus,  we 
conclude  that  beginning  antihypertensive  treatment  with 
100  mg  of  metropolol  once  daily  and  adding  a small  dose 
of  hydrochlorotiazide  (12.5mg)  in  patients  whose 
response  is  not  satisfactory  with  metoprolol  alone 
appears  to  be  effective  and  safe  in  elderly  hypertensive 
patients.” 

Although  beta  blockers  have  been  used  successfully  in 
many  patients,  their  use  in  elderly  persons  has  been 
debated,  mainly  from  fear  of  increasing  the  risk  of 
congestive  heart  failure,  the  researchers  say.  They  sug- 
gest, however,  that  this  risk  can  be  reduced  by  using 
diuretics  or  digitalis,  and  that  there  is  increasing  evidence 
of  the  protective  role  of  beta  blockers  in  preventing  heart 
attack  and  sudden  cardiac  death,  the  most  common 
complications  of  hypertension  in  elderly  people. 

“It  is  traditional  to  begin  treatment  of  elderly  hyper- 
tensives with  a thiazide  (e.g.,  25  mg  of  hydrochloro- 
thiazide) or  other  diuretic  and  to  double  the  dose  if  nonef- 
fective” the  researchers  say.  The  results  of  their  study 
may  influence  this  practice,  since  patients  on  metoprolol 
did  just  as  well  with  fewer  adverse  effects. 

JAMA  March  14.  1986 
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MEASLES  ACQUIRED  IN  MEDICAL  FACILITIES 
ON  INCREASE 


The  portion  of  measles  cases  acquired  in  medical  set- 
tings more  than  doubled  between  1982  and  1984,  accord- 
ing to  a Centers  for  Disease  Control  study  reported  in 
JAMA.  Ronald  M.  Davis,  MD,  and  colleagues  say  the 
proportion  went  from  0.7  percent  of  all  measles  cases 
from  1980  through  1982  to  2.9  percent  for  1983  and  1984. 

During  the  studied  period,  a total  of  241  measles 
patients  in  30  states  were  identified  as  probably  having 
acquired  their  infection  in  a medical  facility,  the  resear- 
chers say.  “The  highest  proportion  of  cases  occurred  in 
children  less  than  five  years  of  age  (54.3  percent),  fol- 
lowed by  persons  25  to  29  years  of  age  (14.7  percent),” 
they  add. 

Most  affected  were  patients  or  visitors,  representing 
76  percent  of  reported  cases.  The  remaining  24  percent  of 
cases  involved  personnel  at  the  medical  facility  where 
transmission  occurred.  The  most  common  mode  of  trans- 
mission was  from  patient-to-patient  (50  percent)  and 
from  patient-to-medical  personnel  (36.7  percent). 
“Medical  personnel  rarely  transmitted  disease  to  others,” 
the  researchers  say. 

“The  major  risk  of  acquiring  measles  in  medical  set- 
tings is  for  susceptible  preschool-aged  children,  some  of 
whom  are  too  young  for  routine  vaccination  at  15  months 
of  age.  Infants  and  young  children  may  be  at  greater  risk 
of  acquiring  measles  in  medical  settings  because  of  more 
frequent  visits  (e.g.,  for  well-baby  care)  and  more 
intermingling  in  waiting  areas.” 

Among  recommendations  offered  by  researchers: 
Isolation  precautions  should  be  used  for  patients  sus- 
pected of  having  measles,  including  separate  facilities, 
entrances,  waiting  areas  and  examining  rooms.  “In 
pediatric  clinics,  minimal  precautions  would  include  the 
separation  of  children  with  well-baby  appointments  from 
those  with  acute  illness,”  they  say.  “For  hospitalized 
patients,  respiratory  isolation  is  recommended  troughout 
the  infectious  period.” 

Other  recommendations  include  postexposure  pro- 
phylaxis of  potential  contacts  through  vaccination  with 
immune  globulin  and  assurance  that  all  medical  personel 
are  immune  to  measles. 

Once  a common  “childhood”  illness,  measles  now  is  a 
relatively  rare  disease  that  can  present  life-threatening 
conditions.  The  researchers  suggest  that  the  low  inci- 
dence of  measles  may  be  contributing  to  the  increase  of 
nosocomial  infections.  Because  of  the  disease’s  infre- 
quency, a delay  in  diagnosis  might  slow  start  of  control 
measures;  and  it  also  might  cause  a need  for  more  medical 
attention  and  hospitalization.  Finally,  a large  number  of 
vulnerable  adults  may  exist  because  they  were  never 
vaccinated  and  escaped  natural  measles  infection,  the 
researchers  say. 
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ANTIBODY  PREDICTS  SEVERITY  OF 
HEPATITIS  INFECTION 


Presence  of  an  antibody  to  the  hepatitis  delta  virus 
(HDV)  in  the  blood  of  patients  can  be  used  to  predict  the 
severity  and  course  of  the  disease,  according  to  a report  in 
JAMA. 

The  HDV  is  an  incomplete  virus  that  needs  the  hepa- 
titis B virus  to  be  active.  Patients  with  both  viruses  suffer 
from  a unique  infection  that  can  lead  to  severe  liver 
damage.  “Testing  for  IgM  antibody  to  HDV  distingui- 
shes hepatitis  B surface  antigen  carriers  who  have 
underlying  inflammatory  HDV  disease  from  those  with 
past  HDV  infection  and  provides  prognostic  information 
on  the  course  of  chronic  HDV  hepatitis,”  report  Patrizia 
Farci,  MD,  of  the  University  of  Cagliari,  Italy,  and 
colleagues. 

The  researchers  found  high  levels  of  the  IgM  class 
antibody  to  HDV  in  each  of  70  patients  with  inflamma- 
tory liver  disease,  and  a low  level  of  the  antibody  was 
found  in  one  of  six  patients  with  inactive  cirrhosis.  No 
antibody  was  found  in  eight  hepatitis  B antigen  carriers 
with  normal  liver  tissue.  “The  IgM  antibody  persisted  in 
high  titer  over  many  years  in  patients  with  unremitting  or 
progressive  liver  disease,  but  declined  or  disappeared...  in 
the  patients  whose  disease  improved  or  resolved,”  they 
add. 

Tests  for  total  antibody  to  HDV,  which  measure 
predominantly  IgC  antibody,  also  have  been  used  to 
diagnose  chronic  delta  hepatitis,  but  this  study  showed 
that  IgM  is  a more  accurate  indicator  of  the  infection.  “A 
strongly  positive  test  suggests  the  presence  of  continuing 
inflammatory  activity  in  the  liver;  a negative  test  points  to 
past  infection  that  requires  no  further  studies,”  the 
researchers  observe.  Thus,  the  test  will  be  most  useful  for 
asymptomatic  carriers  suspected  of  having  hepatitis 
based  on  positive  total  antibody  test  results. 

“More  important,  assaying  for  IgM  anti-HD  appears 
to  have  prognostic  value  in  that  a persistently  positive  test 
may  predict  an  ominous  prognosis,  and  a declining 
antibody  titer  may  herald  clinical  improvement,”  the 
researchers  conclude.  They  note  that  tissue  studies  have 
show  that  criteria  on  which  prognosis  of  hepatitis  is  based 
may  not  always  apply  to  HDV  disease. 

JAMA  March  21.  1986 


RESEARCHERS  DETAIL  PHYSICAL  DEATH  OF 
JESUS  CHRIST 

The  physical  death  of  Jesus  probably  resulted  from 
shock  due  to  blood  loss,  asphyxia  caused  by  exhaustion 
and  possibly  acute  heart  failure,  according  to  a special 
report  in  JAMA. 

“Jesus’  death  after  only  three  to  six  hours  on  the  cross 
surprised  even  Pontius  Pilate,”  report  William  D. 
Edwards,  MD,  and  colleagues  from  the  Mayo  Clinic  in 
Rochester,  Minn.  “The  fact  that  Jesus  cried  out  in  a loud 
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voice  and  then  bowed  his  head  and  died  suggests  the  pos- 
sibility of  a catastrophic  terminal  event.  One  popular 
explanation  has  been  that  Jesus  died  of  cardiac  rupture. 

The  researchers  point  out  that  while  the  Romans  did 
not  invent  crucifixion,  “they  perfected  it  as  a form  of 
torture  and  capital  punishment  that  was  designed  to 
produce  a slow  death  with  maximum  pain  and  suffering.” 
The  punishment  was  reserved  for  slaves,  revolutionaries 
and  only  the  vilest  of  criminals.  Roman  citizens  were 
protected  by  law  from  the  punishment,  the  only  excep- 
tion being  Roman  soldiers  guilty  of  desertion. 

Jesus  was  spared  prolonged  suffering  on  the  cross 
because  of  the  suffering  already  endured  in  several  trials, 
followed  by  beatings  and  floggings.  Blood  loss  may  have 
been  extensive  because  of  hematidrosis,  a condition  in 
which  the  skin  becomes  fragile  and  tender.  Following  his 
first  trial  before  Caiaphas,  Jesus  was  blindfolded  and 
beaten  by  guards.  Successive  trials  before  the  Pharisees 
and  Pontius  Pilate  led  to  flogging  with  leather  thongs 
studded  with  pieces  of  sheep  bone  and  small  iron  balls. 

The  severe  scourging,  with  its  intense  pain  and  appre- 
ciable blood  loss,  most  probably  left  Jesus  in  a preshock 
state,”  the  researchers  say.  Weakened  by  lack  of  food, 
water  and  sleep,  his  condition  was  critical  even  before 
being  strapped  to  the  crossbar  and  forced  to  walk  to  the 
execution  site,  they  say. 

“The  major  pathophysiologic  effect  of  crucifixion, 
beyond  the  excruciating  pain,  was  a marked  interference 
with  normal  respiration,  particularly  exhalation,”  the 
researchers  say.  “Accordingly,  exhalation  was  primarily 
diaphragmatic,  and  breathing  was  shallow. 

“The  actual  cause  of  death  by  crucifixion  was  multifac- 
torial and  varied  somewhat  with  each  case,  but  the  two 
most  prominent  causes  probably  were  hypovolemic 
shock  and  exhaution  asphyxia. 

“The  soldiers  and  the  civilian  crowd  taunted  Jesus 
throughout  the  crucifixion  ordeal,  and  the  soldiers  cast 
lots  for  his  clothing.  Christ  spoke  seven  times  from  the 
cross.  Since  speech  occurs  during  exhalation,  these  short, 
terse  utterances  must  have  been  particularly  difficult  and 
painful.  At  about  3 p.m.  that  Friday,  Jesus  cried  out  in  a 
loud  voice,  bowed  his  head  and  died.  The  Roman  soldiers 
and  onlookers  recognized  his  moment  of  death.” 

Subsequently,  a Roman  soldier  pierced  His  side  with  a 
spear,  but  by  then  He  already  had  undergone  a physical 
death,  the  researchers  postulate. 
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NEW  TEST  PREDICTS  OSTEOPOROSIS 
SUSCEPTIBILITY 


A new  test  shows  promise  for  predicting  which  women 
will  suffer  from  “estrogen  withdrawal  syndrome”  and 
develop  osteoporosis,  according  to  a report  in  JAMA. 

Rafat  Abbasi,  MD,  of  Georgetown  University  Medical 
Center,  Washington,  DC,  and  Gary  D.  Hodgen,  PhD,  of 
Eastern  Virginia  Medical  School,  Norfolk,  measured 
changes  in  urine  calcium  levels  of  female  monkeys  after 
short-term  administration  of  gonadotropin-releasing 


hormone  (GnRH)  antagonist.  The  hormone  GnRH  is 
necessary  for  ovulation  in  humans  as  well  as  in  animals. 
In  the  animal  study,  researchers  found  that  GnRH 
antagonist  treatment  or  removal  of  the  ovaries  led  to 
increased  calcium  excretion. 

The  researchers  point  out  that  reversible  suppression 
of  the  ovulation  cycle  by  the  GnRH  antagonist,  with  its 
increase  in  calcium  excretion,  allowed  identificatin  of 
individual  monkeys  most  likely  to  have  high  ratios  of 
calcium/creatinine  in  their  urine  following  ovariectomy. 
Thus,  the  animal  model  mimics  the  condition  faced  by 
postmenopausal  women  and  offers  a predictive  guide  as 
to  which  women  may  be  more  severely  affected  by  the 
ending  of  ovulation. 

The  researchers  also  studied  the  effectiveness  of 
clomiphene  citrate  (an  antiestrogenic  agent  used  to 
stimulate  ovulation)  in  preventing  calcium  loss  after 
removal  of  the  ovaries  in  monkeys.  They  conclude  that  it 
may  be  more  effective  than  conventional  estrogen 
replacement  regimens.  “At  high  doses,  clomiphene 
citrate  therapy  was  nearly  as  effective  as  high-dose 
conjugated  equine  estrogens  for  conservation  of  urinary 
calcium,  yet  clomiphene  citrate  did  not  cause  endome- 
trial proliferation  or  withdrawal  bleeding  after  proges- 
terone therapy,”  they  say. 

Commenting  editorially,  S.S.C.  Yen,  MD,  DSc,  of  the 
University  of  California,  San  Diego,  School  of  Medicine, 
says  the  hot  flushes  and  accelerated  bone  loss  associated 
with  menopause  are  symptoms  of  “estrogen  withdrawal.” 
He  notes,  however,  that  in  a significant  number  of  post- 
menopausal women,  estrogen  replacement  is  unneces- 
sary or  contraindicated.  “The  lack  of  a good  predictive 
method  to  discern  who  should  receive  ovarian  steroid 
replacement  as  a prophylactic  measure  currently  poses  a 
major  problem,”  he  says. 

While  Yen  describes  the  study  by  Abbasi  and  Hodgen 
as  a major  step  toward  resolving  this  problem,  he  sug- 
gests that  the  predictive  ability  of  the  test  in  humans  may 
be  confounded  by  certain  life-style  variables.  Exercise, 
dieting  and  smoking  all  influence  the  body’s  maintenance 
of  normal  calcium  levels,  he  says.  “Moreover,  such 
studies  in  humans  will  require  a more  potent  and  safe 
gonadotropin-releasing  hormone  antagonist,  which  re- 
mains to  be  developed.” 

JAMA  March  28,  1986 


SELECTIVE  SCREENING  DETECTS 
MOST  CHLAMYDIA 


Selective  screening  of  sexually  active  women  could 
detect  90  percent  of  all  chlamydial  infections,  according 
to  a research  report  in  JAMA.  Because  of  far  reaching 
health  implications,  the  researchers  .say  such  screening  is 
a necessary  and  cost-effective  public  health  measure. 

Five  characteristics  will  independently  predict  chlamy- 
dial infections  in  women,  according  to  research 
conducted  by  H.  Hunter  Handisfield,  MD,  of  the  Seattle- 
King  County  Department  of  Public  Health,  and 
colleagues.  These  are:  age  younger  than  24  years;  inter- 
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course  with  a new  partner  within  the  preceding  two 
months;  examination  results  indicating  purulent  or 
mucopurulent  exudate;  bleeding  caused  by  swabbing  the 
endocervical  mucosa;  and  use  of  no  contraception  or  a 
nonbarrier  method  of  contraception. 

“A  screening  program  that  tested  women  with  two  or 
more  of  these  factors  (65  percent  of  the  total)  would 
encompass  all  who  had  a 4.7  percent  or  greater  predictive 
risk  of  chlamydial  infections  and  would  detect  90  percent 
of  all  infections,”  the  researchers  say. 

The  estimates  are  based  on  data  from  1,059  women  14 
years  or  older  who  sought  treatment  at  two  urban  family 
planning  clinics.  Ninety-eight  (9.3  percent)  of  the  women 
were  found  to  have  chlamydial  infections.  The  resear- 
chers recommend  selective  screening  as  a less  costly 
alternative  to  routine  screening  for  chlamydia.  The 
nation’s  screening  programs  may  be  somewhat  outdated, 
they  observe:  “Testing  forgonorrhea,  but  not  chlamydial 
infection,  is  performed  in  most  family  planning  clinics, 
despite  prevalences  of  infection  up  to  tenfold  greater  than 
those  of  gonorrhea.” 

In  a related  editorial,  Willard  Cates,  Jr.,  MD,  MPH,  of 
the  Centers  for  Disease  Control,  voices  concern  over 
threatened  reductions  in  public  funding  for  clinics  that 
detect  and  treat  sexually  transmitted  diseases  (STDs). 
Some  have  proposed  that  the  clinics  foster  sexually  irres- 
ponsible behavior,  that  the  diseases  pose  no  general 
public  health  threat,  or  that  funds  could  be  more  effec- 
tively used  elsewhere.  Cates  says  this  is  occurring  at  a 
time  when  the  increased  number  of  STDs,  with  AIDS 
being  the  most  ominous,  are  already  straining  existing 
resources. 

Cates  argues  that  public  clinics  are  cost  effective 
because  they  prevent  both  the  spread  of  disease  and  the 
development  of  serious  medical  complications.  He  says 
patient  education  and  referral  of  sexual  partners  for 
screening  and  treatment  are  major  benefits  for  those  who 
cannot  afford  and  would  not  seek  private  medical  care. 
“It  is  ‘unfair’  and  unwise  for  taxpayers  not  to  pay  for 
intervention,  since  in  the  long  run  not  paying  will  cost 
them  more  through  increased  tax-supported  medical  care 
costs,”  he  says. 

“Sexually  transmitted  diseases  do  affect  the  general 
public  and  involve  such  ‘innocent  victims’  as  the  mono- 
gamous partners  of  persons  who  contract  infections  and 
the  offspring  of  women  with  genital  STDs.”  Castes  says 
public  payments  for  STD  clinics  should  be  thought  of  as 
part  of  basic  maternal  and  child  health  care  for  those  who 
cannot  afford  it.  He  concludes  that  STDs  can  best  be 
controlled  through  continued  public  support  of  such 
clinics,  with  sliding-scale  payment  schemes,  along  with 
enhanced  private  provider  services. 

JAMA  April  4,  1986 

TETRACYCLINE  MOST  EFFECTIVE  AGAINST 
CHLAMYDIAL  INFECTIONS 

Tetracycline  is  the  drug  of  choice  for  treating  chlamy- 
dial infections  in  men  and  nonpregnant  women, 
according  to  a report  in  JAMA.  The  report  adds  that 


although  some  substitute  therapies  are  available^  optimal 
treatment  for  pregnant  women  with  the  infection  has  not 
been  found. 

Lawrence  L.  Sanders,  Jr.,  MD,  and  colleagues  of  the 
Centers  for  Disease  Control  (CDC),  Atlanta,  note  that 
chlamydial  infections  are  the  most  common  bacterial 
sexually  transmitted  diseases  in  the  United  States,  with 
about  3 millón  cases  reported  each  year.  Studies  of  varios 
drug  regimens  called  for  an  update  of  the  1982  CDC 
treatment  recommendations. 

Chlamydia  trachomatis  infection  is  the  leading  cause  of 
nongonococcal  urethritis  and  epididymitis  in  men 
younger  than  35  years,  the  researchers  say.  “In  women, 
where  the  majority  of  infections  are  asymptomatic,  C. 
trachomatis  infection  causes  mucopurulent  cervicitis, 
urethral  syndrome  and  pelvic  inflammatory  disease 
(PID),”  they  add.  Infants  born  to  women  with  these 
infections  are  at  risk  for  eye  and  lung  diseases. 

In  men,  tetracycline  proved  effective  against  C. 
trachomatic  infections  as  well  as  against  other  forms  of 
nongonococcal  urethritis.  Comparable  results  were 
found  with  erythromycin,  making  it  an  appropriate  sub- 
stitute in  patients  who  cannot  tolerate  tetracycline.  The 
researchers  observe  that  approximately  15  to  30  percent 
of  men  with  gonococcal  urethritis  have  simultaneous 
infections  with  C.  trachomatis,  pointing  to  the  need  to  the 
need  for  combined  therapies  for  such  patients. 

Similarly,  25  to  50  percent  of  women  with  gonorrheal 
infections  of  thecervix  also  have  C.  trachomatis mÍQcXxon. 
“Currently,  the  treatment  of  choice  for  women  with 
mucopurulent  cervicitis  is  tetracycline  in  combination 
with  an  active  agent  against  N.  gonorrhoeae,”  the  resear- 
chers say,  adding  that  the  exact  number  of  women  with 
mucopurulent  cervicitis  who  have  C.  trachomatis  infec- 
tion is  unknown.  Doxycycline,  erythromycin  and 
sulfonamides  have  also  proved  effective  against  chlamy- 
dial cervicitis. 

“Tetracycline  hydrochloride,  500  mg  orally  four  times 
a day  for  seven  days,  remains  the  treatment  of  choice  for 
C.  trachomatis  infections  in  men  and  nonpregnant 
women,”  the  researchers  say.  But  tetracycline  cannot  be 
used  during  pregnancy  because  of  potential  adverse 
effects  on  the  fetus.  Preliminary  studies  show  some  suc- 
cess in  treating  pregnant  women  with  erythromycin; 
except  for  erythromycin  estolate,  these  drugs  carry  no 
known  risks  to  the  mother  or  fetus. 

Optimal  treatment  for  pregnant  women  with  C. 
trachomatis  infections  and  for  women  with  acute  PID  has 
not  been  established,  according  to  the  report.  Acute  PID, 
a serious  complication  of  sexually  transmitted  infections, 
is  often  associated  with  the  presence  of  C.  trachomatis  and 
other  organisms.  About  20  percent  of  women  with  PID 
have  recurrences  and  are  at  increased  risk  for  infertility 
and  ectopic  pregnancies. 

The  researchers  conclude  that  (within  30  days  before 
the  onset  of  symptoms  or  the  time  of  positive  clinical 
findings)  all  sexual  partners  of  patients  with  nongono- 
coccal urethritis,  mucopurulent  cervicitis  and  acute  PID 
should  be  examined  for  sexually  transmitted  disease  and 
treated  promptly  with  drugs  effective  against  uncompli- 
cated gonorrhea  and  chlamydial  infections. 

JAMA  April  4,  1986 
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VALUE  OF  INFANT  STIMULATION 
PROGRAMS  QUESTIONED 

Most  physicians  who  deal  with  handicapped  children 
are  victims  of  their  own  good  intentions,  asserts  Peggy  C. 
Ferry,  MD,  of  the  University  of  Arizona  (Tucson)  Health 
Sciences  Center,  in  the  March  Archives  of  Neurology. 
“We  engage  in  neurological  wishful  thinking  by  trying  to 
deny  and  reverse  the  permanent,  nonfixable  nature  of 
most  pediatric  brain  damage,”  she  says.  Neurologists 
cling  to  concepts  of  the  supposed  plasticity  of  the  brain, 
neuronal  sprouting,  and  increased  DNA  content — “all  in 
an  effort  to  deny  the  reality  of  a young  child  growing  up 
disabled.”  It  is  better  to  appreciate  that  a child  is  easier  to 
feed  and  handle,  that  a parent  feels  something  is  being 
done,  and  that  parents  stop  shopping  for  unproven 
therapies  than  to  probe  for  evidence  of  beneficial 
anatomic  changes  in  the  brain.  Ferry  says. 

LIPOSUCTION  REMOVES  NECK  FAT  SAFELY 

Liposuction  is  a safe  and  effective  technique  for 
removing  the  subcutaneous  layer  of  fat  in  the  neck, 
asserts  Douglas  D.  Dedo,  MD,  of  the  University  of 
Miami  Medical  School,  writing  in  the  March  Archives  of 
Otolaryngology-Head  & Neck  Surgery.  Adequate  correc- 
tion “frequently  requires  not  only  fat  removal,  but  also 
correction  of  the  loose,  cascading  platysma  muscle,”  he 
adds  and  suggests  that  an  additional  surgical  tuck  may  be 
needed  in  certain  cases.  Editor  Byron  J.  Bailey,  MD, 
comments  that  some  physicians  believe  there  is  no  place 
for  the  procedure  in  cosmetic  surgery,  but  “the  technique 
is  growing  more  popular  and  it  certainly  seems  that  the 
majority  opinion  is  supportive  of  liposuction  at  the 
present  time.” 

AMINO  ACIDS  SOLUTION  HELPFUL  IN 
LIVER  DISEASE 

The  branched-chain  amino  acids  — leucine,  isoleucine 
and  valine — share  unique  biochemical  properties  that 
make  useful  in  the  management  of  patients  with  liver 
disease  and  some  other  illnesses,  according  to  a special 
report  in  the  March  Archives  of  Surgery.  Harry  C. 
Sax,  MD,  and  colleagues  from  the  University  of 
Cincinnati  Medical  Center  point  out  that  the  amino  acids 
(basic  units  of  protein)  can  be  metabolized  independently 
of  liver  function.  Thus,  as  a supplement  in  solution  they 
can  provide  energy,  other  amino  acids  or  small  nitroge- 
nous compounds.  They  may  also  play  a beneficial  role  in 
the  management  of  postoperative  stress,  trauma,  renal 
failure  and  burns,  the  researchers  add. 

MICRODROPLET  SILICONE  SAFE  FOR 
FACIAL  AUGMENTATION 

Facial  grooves  and  wrinkles  associated  with  aging  can 
be  safely  and  effectively  augmented  with  microdroplet 


injections  of  silicone,  according  to  a report  in  the  March 
Archives  of  Otolaryngology  — Head  <&  Neck  Surgery. 
“Our  20-year  experience  with  the  microdroplet  technique 
include  2,811  treatments  performed  for  camouflaging 
furrows  and  grooves,  augmentation  of  facial  eminences, 
and  elevation  of  certain  depressed  scars,”  say  Richard  C. 
Webster,  MD,  of  the  Massachusetts  Eye  and  Ear 
Infirmary  in  Boston,  and  colleagues.  They  add  that 
microdroplets  avoid  the  hazards  of  “silicone  lakes”  and 
allow  the  buildup  of  the  body’s  own  collagen  around  the 
droplets. 


CITE  DANGERS  OF  PIG  HEART 
VALVE  PREPLACEMENTS 


A failure  rate  of  94  percent  within  ten  years  in  pediatric 
heart  patients  who  received  porcine  heart  valve  replace- 
ments has  led  to  a recommendation  against  the  procedure 
by  a group  of  researchers  at  the  Yale  University  School  of 
Medicine.  Reporting  in  the  April  Archives  of  Surgery, 
Gary  S.  Kopf,  MD,  and  colleagues  say  they  used  18 
porcine  bioprosthetic  valves  to  replace  heart  valves  in 
children  ranging  in  age  from  7 to  18  years.  Complications 
within  six  years  included  severe  calcification  with  disrup- 
tion and  loss  of  valve  mobility.  “Hemodynamic  dete- 
rioration often  occurred  catastrophically,  with  nine 
patients  requiring  emergency  valve  replacement,”  the 
researchers  say.  “Elective  valve  replacement  carried  no 
hospital  mortality,  whereas  emergency  valve  replacement 
carried  a 33  percent  mortality.”  Complications  asso- 
ciated with  the  use  of  mechanical  valves  in  pediatric 
patients  led  to  widespread  use  of  pig  valves  in  the  mid- 
1970s,  the  researchers  point  out.  Since  failure  of  the 
porcine  valves  can  occur  catastrophically,  “replacement 
should  be  carried  out  early  to  avoid  the  higher  operative 
mortality  associated  with  emergency  surgery,”  the 
researchers  say. 


LASER  TREATMENT  FOR  CANCER 
OF  THE  ESOPHAGUS 


A new  technique  using  endoscopic  laser  therapy  to 
relieve  malignant  esophageal  obstruction  offers  signifi- 
cant and  safe  relief,  according  to  a report  from  Boston 
University  School  of  Medicine  in  the  April  Archives  of 
Surgery.  In  a controlled  study,  the  new  technique  offered 
rapid  completion  of  therapy  (1.4  treatment  over  2.2  days) 
“without  sacrificing  safety,”  say  Joseph  J.  Pietrafitta, 
MD,  and  Richard  M.  Dwyer,  MD.  Patients  who  are 
candidates  for  curative  resections  but  who  are  nutri- 
tionally depleted  now  can  have  their  obstructions 
relieved  within  48  to  72  hours,  allowing  them  to  eat,  the 
researchers  say.  “Nutritional  depletion  can  then  be 
corrected  before  operation...  Endoscopic  laser  therapy  is 
an  efficient,  cost-effective  method  of  palliation  of 
malignant  esophageal  obstruction,”  the  researchers 
conclude. 


275 


IKebtcolraitl  Ilpcisiona 


FAILURE  TO  DIAGNOSE  MENINGITIS  IN 
THREE- YEAR-OLD  GIRL  TOTAL  LOSS  OF 
HEARING  AND  CHILD  ESSENTIALLY  MUTE 
GOVERNMENT  SETTLES  FOR  $200,000  plus 
$1,000  A MONTH  AND  $1,000,000  AT  AGE  21 


According  to  the  file  in  the  case,  a settlement  has  been 
reached  with  the  parents  of  a girl  whose  meningitis  was 
undetected  when  she  was  taken  to  the  emergency  room  of 
Darnell  Army  Hospital  at  Ft.  Hood,  Texas.  Her  father, 
an  Army  captain,  took  the  child  to  the  E-room  suffering 
from  high  fever,  nausea,  vomiting,  stiff  neck,  lethargy 
and  loss  appetite.  The  diagnosis  was  simply  an  inner  ear 
infection  and  the  child  was  given  a package  of 
antihistamines  and  antibiotics  and  sent  home.  A short 
while  later  after  she  assumed  a fetal  position  and  got 
worse  the  father  ignored  a telephone  assurance  not  to 
worry  and  returned  the  girl  to  the  hospital.  A diagnosis 
was  then  made  by  a physician’s  asistant  and  a cut  down 
1.  V.  was  performed.  The  file  is  not  clear  whether  the  child 
had  viral  or  bacterial  meningitis  (cultures  were 
inconclusive)  but  she  was  given  antibiotics  with  good 
result. 


SLAP  ON  CHEEK  IS  PROPER  TREATMENT 
TO  CALM  HYSTERICAL  CHILD  RULES 
ILLINOIS  JURY  IN  ASSAULT 
MALPRACTICE  TRIAL 

A therapeutic  privilege  extends  to  slapping  an 
hysterical  child,  concluded  an  Alton,  Illinois  jury  an 
exhonerating  an  emergency  room  doctor  who  slapped  a 
child  in  order  to  calm  her  for  an  examination.  According 
to  court  records,  the  three-year-old  child  had  received  a 
toot  injury  and  was  taken  to  the  emergency  room  where 
she  was  seen  by  the  defendant,  an  orthopedic  surgeon. 
The  child  was  hysterical  and  the  defendant  was  unable  to 
examine  the  foot  so  he  told  the  parents  to  leave  and  bring 
her  back  when  she  was  calm.  Later  the  child  was  returned 
but  again  was  hysterical  and  at  this  time,  in  the  presence 
of  nurses,  the  defendant  intentionally  slapped  the  girl 
“about  the  face  and  brused  her  cheek,”  according  to  the 


complaint.  The  defense  offered  two  expert  witnesses  that 
it  is  the  standard  of  care  to  slap  in  these  circumstances. 
Testimony  was  that  the  defendant  also  called  the  parents 
the  day  of  the  injury  and  apologized.  The  parents 
contended  the  slap  was  unjustified  and  that  it  had  caused 
a psychological  overlay  whereby  the  girl  is  afraid  of  men 
in  white  coats  and  hospitals. 


MISSED  DIAGNOSIS  OF  CERVICAL  SPINE 
FRACTURE  PARAPLEGIA 


This  case  involved  an  automobile/  bicycle  accident  and 
a six-year-old  boy.  In  the  accident  he  suffered  a 
concussion,  bilateral  fractured  femurs,  and  potentially 
life  threatening  internal  injuries.  He  was  seen  at  the 
emergency  room  of  the  defendant  hospital  where  he  was 
initially  treated,  but  later  transferred  to  another  hospital 
where  it  was  felt  he  would  benefit  from  the  services  of 
specialized  surgeons.  Several  days  later  it  was  discovered 
that  there  was  no  movement  or  sensation  from  the  waist 
down.  On  closer  examination  of  the  X-rays  taken  at  the 
first  hospital  on  the  evening  of  the  accident,  a subtle 
fractured  dislocation  of  the  spine  was  noticed.  The 
defendant  doctors  offered  that,  at  the  time,  they  were 
more  concerned  with  the  life  threatening  internal  injuries, 
and  that  the  time  factor  involved  precluded  a prolonged 
examination  of  the  X-ray  findings  of  the  spine.  A 
settlement  was  reached  in  which  the  defendant  doctors 
paid  $ 1 ,000,000  and  the  driver  of  the  automobile  $25,000. 


OFFERED  TESTIMONY  OF  EMERGENCY 
CARE  SPECIALIST  SUFFICIENT  HOSPITALS 
VICARIOUSLY  LIABLE  FOR  EMERGENCY 
ROOMS  PHYSICIANS 


A 35-year-old  male  resident  of  Jackson  Mississippi 
was  seen  and  treated  in  the  emergency  room  of  the 
defendant  Hospital.  The  defendant  physician  who  saw 
the  decedent  was  a member  of  separate  organization  of 
three  physicans  under  contract  to  the  hospital  to  provide 
emergency  care.  Blood  tests  taken  by  the  defendant 
doctor  showed  an  elevated  white  count.  The  blood 
pressure  was  slightly  elevated,  and  a urinalysis  was 
requested  but  apprently  not  performed.  The  decedent 
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was  released  in  a few  hours  after  some  improvement,  only 
to  return  the  following  day  and  expire.  The  autopsy 
showed  evidence  of  a perforated  duodenal  ulcer  and 
peritonitis.  The  expert  for  the  plaintiff  contended  that  the 
hospital  and  doctor  were  negligent  in  their  failure  to 
diagnose  and  adequately  treat.  The  trial  judge  granted  a 
motion  for  a directed  verdict  by  both  defendants  on  the 
qualifications  of  the  plantiffs  expert  testimony  because 
he  did  not  meet  the  standards  as  outlined  in  the  decision 
King  V.  Murphy.  The  court  held  that  there  was  “no 
serious  question”  that  the  plaintiff’s  witness  was 
“qualified  as  an  expert  by  knowledge,  skill,  expertise, 
training  and  education.”  Hall  v.  Hilhun,  466  So. 2d  873 
(Miss.  1985).  The  judgment  in  favor  of  the  defendant  was 
reversed  and  remanded  for  new  trial.  The  court  went  on 
to  clarifiy  the  position  of  the  hospital’s  liability.  The  court 
concluded  that  a hospital  is  vicariously  liable  for  services 
that  are  publicly  offered  when  the  patient  seeking  those 
services  does  so  without  regard  to  a particular  physician 
and  is  relcourt  pointed  out,  was  in  contradistinction  to 
the  services  rendered  by  a physician  on  staff,  to  a patient 
who  engaged  the  services  of  that  particular  physician. 

FAILURE  TO  WARN  OF  COMPLICATIONS 
CAST  AND  INFECTION  CAUSE  LOSS 
OF  GREAT  TOE 


The  plaintiff,  a 38-year-old  self-employed  plumbing 
contractor,  crushed  his  left  great  toe  in  the  hydraulics  of  a 
fork  lift  while  on  the  job.  He  was  seen  and  treated  at  the 
Mandarin  Emergency  Care  Center  by  Dr.  R.D.  House. 
There  the  fractured  towe  was  splint  and  the  foot  cast  a 
week  later,  still  in  great  pain,  the  plaintiff  went  to  see  an 
orthopedic  surgeon  instead  of  keeping  an  appointment 
with  Dr.  House.  The  infected  gangrenous  toe  required 
amputation.  The  plaintiff  alleged  that  the  defendant 
doctor  was  negligent  in  his  failure  to  warn  of  the  signs  of 
decreased  circulation  and  infection.  The  jury  found  the 
plaintiff  50%  negligent,  according  to  Florida  Jury 
Verdict  Reports.  A verdict  of  $100,000  was  adjusted  to  a 
judgment  of  $47,500  for  the  plaintiff  and  $2,500  for  his 
wife  plus  attorney’s  fee  of  $10,000  and  cost  of  $2,614.47. 


LIGATED  URETER  IN  HYSTERECTOMY 
LOSS  OF  KIDNEY  FAILURE  TO  TEST  FOR 
URETER  BLOCKAGE 


A Wyoming  woman  has  agreed  to  a $100,000 
settlement  for  the  loss  of  a kidney  because  of  alleged 
negligence  in  a hysterectomy.  Suit  alleged  that  during  the 
1972  operation  complications  were  encountered  when  a 
vessel  was  transsected  resulting  in  severe  bleeding.  After 
the  operation,  no  tests  were  performed  to  insure  that  the 
ureters  were  intact  and  functioning.  Plaintiff  was  sick  off 
and  on  for  a number  of  years,  and  finally  an  IVP 
disclosed  that  the  left  kidney  had  become  necrotic. 
Plaintiffs  counsel  John  R.  Hursh,  Riverton,  told 
Medical  Malpractice  Verdicts,  Settlements  & Experts 
that  subsequent  surgery  disclosed  that  the  ureter  had 


been  tied  off  during  the  hysterectomy,  causing  injury  to 
the  kidney  which  had  to  be  removed.  The  defendant 
insisted  that  the  kidney  defect  was  congenital,  although 
his  operative  report  indicated  prior  to  the  hysterectomy 
that  bot  kidneys  and  ureters  were  functioning  normally. 


FAILURE  TO  TEST  FOR  PREGNANCY  PRIOR 
TO  PERFORMING  A HYSTERECTOMY 


During  the  course  of  plaintiffs  surgery  it  became 
apparent  that  she  was  one  or  two  weeks  pregnant  and  this 
suit  alleged  malpractice  in  failing  to  test  for  pregnancy 
prior  to  the  surgery.  The  fact  that  menstrual  periods 
occur  every  28  to  30  days  is  common  knowledge,  ruled 
the  Arkansas  Supreme  Court,  and  here  the  proof  showed 
the  doctor  knew  the  plaintiffs  last  preceding  period  had 
begun  the  36th  day  prior  to  surgery.  Thus  it  was  error  to 
refuse  to  give  a common  knowledge  instruction  (no 
expert  testimony  was  offered  by  the  plaintiff).  In  its  case- 
in-chief,  the  defense  offered  an  expert  who  held  aloft  an 
authoritative  treatise  on  gynecology  and  stated  that 
nowhere  in  the  book  does  it  state  a pregnancy  test  should 
be  done  prior  to  a hysterectomy.  This  was  error,  said  the 
court,  “There  was  no  statement  one  way  or  the  other  in 
the  book.  A failure  to  say  that  a test  should  be  routinely 
ordered  does  not  mean  it  should  not  be  ordered  in  the 
circumstances  confronting  the  defendant.” 


FAILURE  TO  DIAGNOSE  BREAST 
CARCINOMA  METASTASIS 


A 30-year-old  female  asked  her  gynecologist  to 
examine  a pea-sized  breast  mass  that  she  had  detected. 
From  the  examination  the  defendant  doctor  concluded 
that  the  mas  was  normal  glandular  tissue.  Four  and  a half 
months  later  the  plaintiff  had  a modified  radical 
mastectomy  for  invasive  carcinoma  with  metastasis  to 
bone,  organs  and  other  tissue.  The  jury  found  for  the 
defendant  concluding  that  the  doctor  was  not  negligent  in 
his  performance  of  a standard  breast  exam,  according  to 
California  Jury  Verdicts. 


LAPAROTOMY  PAD  LEFT  IN  ABODMEN 
SPONGE  COUNT  RESPONSIBILITY 
OF  HOSPITAL 


The  defendant  surgeon  testified  that,  at  the  end  of  the 
operation  in  question,  he  heard  that  the  nurse’s  count  of 
all  sponges  used  in  the  procedure  was  correct,  and  in 
accordance  with  standard  procedure  and  care,  he  closed 
the  wound  relying  upon  this  information.  In  addition  to 
denying  responsibility  for  leaving  the  pad  in  the 
abdomen,  the  defendant  contended  that  the  patient 
sustained  minimal  injury  without  any  disability  and 
suffered  only  a few  days  additional  discomfort.  The  jury 
found  in  favor  of  the  surgeon. 
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CONTRAINDICATED  USE  OF  PERTUSSIS 
VACCINE  WRONGFUL  DEATH 


The  plaintiff  in  this  case  claims  that  the  defendant 
physician  negligently  administered  the  trivalent  “DPT” 
(diphtheria,  pertussis,  tetanus)  vaccine  to  his  decedent 
wife  instead  of  the  required  bivalent  “DT”  vaccine.  The 
decedent  presented  to  the  defendant  for  vaccination  in 
order  to  meet  the  requirements  of  admission  to  nursing 
school.  The  U.S.  Center  for  Disease  Control,  the 
Massachuesetts  Department  of  Public  Health,  and  the 
Physician  Desk  Reference  give  unequivocal  warnings 
about  pertussis  vaccine  (e.g.  “no  pertussis  vaccine  should 
be  given  after  the  age  of  six  because  of  the  possibility  of 
severe  reactions.”)  The  decedent  experienced  severe 
nausea,  vomiting,  and  abdominal  cramping  within  hours 
of  the  vaccine  for  which  she  consulted  the  doctor  on  four 
occasions  by  phone.  Eight  days  after  receiving  the 
vaccine  she  died  in  her  home  of  convulsions.  The  plaintiff 
points  out  that  at  no  time  did  the  defendant  recommend 
hospitalization,  nor  did  he  attempt  to  see  the  patient.  An 
unusual  procedural  device  was  used  to  obtain  evidence 
prior  to  the  medical  tribunal  hearing.  Based  on  a petition 
stating  that  the  defendant  had  an  existing  heart  disease 
and  that  he  might  suffer  a fatal  heart  attack  prior  to  the 
hearings,  the  court  ordered  a deposition  by  written 
question.  It  was  from  this  deposition  that  much  of  the 
information  regarding  the  treatment  of  the  plaintiff  was 
obtained. 

FAILURE  TO  DIAGNOSE 
PHEOCHROMOCYTOMA 

YEARS  OF  COMPLICATIONS  BRING  SUIT 

The  plaintiff  first  sought  treatment  for  his 
hypertension  when  he  was  in  his  early  40’s  following  a life 
insurance  examination  in  1973.  After  years  of  medical 
treatment,  ‘''7' heart  attack,  vascular  insufficiency, 
gangrene  of  tne  leg,  amputation,  and  general  cardiac 
deterioration,  it  was  discovered  that  the  plaintiff  was 
suffering  from  hypertension  secondary  to 
pheochromocytoma,  a tumor  of  the  adrenal  gland  and 
potentially  curable  disease.  The  plaintiff  alleged  that  the 
defendant  doctor  was  negligent  in  his  failure  to  perform  a 
catecholamine  test  to  detect  his  disease.  The  primary 
issue  involved  in  this  case  was  whether  a catecholamine 
test  should  be  given  as  part  of  the  routine  testing 
procedure  for  essential  hypertension.  Secondary  issues 
concerned  whether  the  plaintiff  exhibited  the  necessary 
symptoms  to  suspect  pheochromocytoma.  Defense 
verdict.  The  plaintiff  has  the  case  on  notice  appeal. 

NO  INFORMED  CONSENT  FOR  LONG-TERM 
INTRAVENOUS  GENTAMICIN 
EIGHTH  CRANIAL  NERVE  DAMAGE 

A 66-year-old  insulin-dependent  diabetic  claimed  that 
the  defendants  improperly  recommended  long-term 
intravenous  antibiotic  (Gentamicin)  therapy  for  a 
persistent  foot  infection.  As  a consequence  of  the  I 


prolonged  exposure  to  the  drug,  the  plaintiff  claimed 
permanent  damage  to  his  eighth  cranial  nerve  leaving 
him  with  impaired  hearing  and  balance.  According  to 
Jury  Verdict  Reporting  Service,  the  suit  went  to  the  jury 
on  the  plaintiff’s  claim  of  failure  to  obtain  proper 
informed  consent.  One  defendant  was  dismissed  prior  to 
trial  with  a possible  settlement.  Another  defendant 
dismissed  on  the  second  day  of  trial  and  a defense  verdict 
was  returned  for  the  remaining  defendant. 

HALDOL  SEDATION 
RESPIRATORY  ARREST 

The  decedent  was  the  21 -year-old  son  of  the  plaintiffs. 
He  was  hit  by  another  vehicle  as  he  was  entering  his  car 
which  was  parked  along  the  side  of  the  road.  He  sustained 
multiple  traumatic  injuries  including  severe  head  and 
face  injuries.  He  underwent  a craniotomy  for  increased 
intracranial  pressure,  stabilized,  and  later  regained 
consciousness.  While  being  treated  for  pneumonia  and  a 
lung  abscess,  the  decedent  began  exhibiting  “an 
increasing  fear  of  doctors”  for  which  the  defendant 
doctor  ordered  a psychiatric  consult.  Haldol  was  ordered 
by  the  psychiatrist  for  sedation.  In  just  three  doses  the 
Haldol,  known  for  its  respiratory  effects,  led  to 
respiratory  arrest.  The  arrest  was  successfully  treated 
with  oxygen.  In  spite  of  the  notation  in  the  medical 
record  that  Haldol  was  the  causative  agent  of  the 
respiratory  depression,  Haldol  was  readministered  the 
following  day  by  another  physician  with  another  repeat 
respiratory  depression  and  arrest,  this  time  terminal.  In 
addition,  there  were  some  difficulties  in  reaching  the 
attending  physicians  during  the  emergency.  The  plaintiffs 
contended  that  the  hospital  failed  to  follow  appropriate 
hospital  policies  regarding  attending  physicians’ 
responsibilities;  that  their  son  was  overly  sedated;  and 
that  there  was  negligence  in  failing  to  respond  to  the 
respiratory  arrest. 

UNDIAGNOSED  NEONATAL  MENINGITIS 
RESULTS  IN  BRAIN  DAMAGE 
AND  BLINDNESS 

The  plaintif  suffered  irreversible  brain  damage  and 
blindness  as  a result  of  a failure  of  the  defendant 
physician  to  diagnose  the  infant’s  meningitis.  The 
plaintiff  alleged  that  the  defendant  hospital  failed  to 
properly  treat.  Although  blind,  the  child  is  expected  to 
have  an  otherwise  normal  life  expectancy.  The  hospital 
settled  on  the  first  day  of  trial  for  $80,000.  The  plaintiff 
settled  with  the  physician  for  462,000  after  three  weeks  of 
trial.  Anonymous  Anonymous,  U.S.  Dist.  Eastern 
District,  (KY).  Harry  L.  Hargadon,  Jr.  and  James  B. 
Lenihan,  Louisville,  for  the  plaintiff. 

FAILURE  TO  DIAGNOSE  BACTERIAL 
MENINGITIS  DELAY  IN  TREATMENT 
PERMANENT  BRAIN  DAMAGE 
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two-week-old  infant  who  developed  fever  and  vomiting. 
His  parents  carried  him  to  the  emergency  room  of  the 
Presbyterian  Hospital  Center  about  midnight.  The 
child’s  temperature  was  noted  to  be  103.8  degrees.  The 
initial  diagnosis  was  pneumonia  and  he  was  discharged 
home  on  Ilosone  and  Tylenol.  A few  hours  later  the 
child’s  condition  worsened  and  he  was  taken  to  the  Public 
Health  Service  Indian  Hospital  in  Albuquerque.  He  was 
seen  at  8:00  a.m.  and  received  his  first  antibiotics 
1:15  p.m.  The  plaintiff’s  expert  testified  that  although 
meningitis  is  difficult  to  recognize  in  a neonate,  the 
constitutional  symptoms  of  fever,  vomiting,  irritability, 
lethargy,  and  generally  poor  condition,  all  exhibited  by 
this  child,  should  have  raised  the  suspicion  of  meningitis. 
The  fact  that  a spinal  tap,  blood  culture,  and  broad 
spectrum  antibiotics  were  not  immediately  performed 
deviated  from  the  standard  of  care  in  1977.  The  trial 
judge  reasoned  that  the  delay  in  treatment  was  a 
proximate  cause  of  the  severe  brain  damage  the  child 
suffered.  He  apportioned  liability  60%  to  Presbyterian 
Hospital  Center  and  40%  to  the  Public  Health  Service. 
The  judgment  for  the  plaintiff  was  for  S 1 ,560,000.  There 
is  an  additional  suit  pending  in  Bernalillo  County  District 
against  the  plaintiffs  former  lawyers  for  negligence 
concerning  a prior  settlement  against  Presbyterian 
Hospital  for  546,000  in  1978. 


DEATH  OF  16-YEAR-OLD  MOTHER  IN 
CHILDBIRTH  HYPOTENSION  REACTION 
FROM  MARCAINE 


The  Indiana  Patients  Compensation  Fund  has 
approved  a total  award  of  $430,000  for  the  death  of  a 
black  16-year-old  who  died  of  cardiac  arrest  during  the 
delivery  of  her  first  child.  The  girl  was  given  a perineal 
dose  of  Marcaine  after  an  epidural.  She  suffered  severe 
hypotension  within  15  minutes  while  being  moved  to 
delivery.  The  claim  alleged  failure  to  monitor  and  two 
causes  of  death  were  suggested.  The  plastic  catheter  may 
have  moved  into  the  subarachnoid  space  or,  more  likely, 
the  epidural  cathether  may  have  been  carnially  directed. 


FAILURE  TO  TEST  FOR  PREGNANCY  PRIOR 
TO  D&C  PREMATURE  BIRTH 
DEATH  OF  INFANT 


The  Maryland  Health  Care  Claims  Arbitration  Panel 
has  rendered  an'award  for  the  plaintiff  in  a case  where  the 
defendant  treated  a woman  during  her  pregnancy  and 
informed  her  she  had  miscarried.  This  caused  the 
premature  birth  of  the  infant  who  suffered  heart  failure, 
collapsed  lungs,  and  died.  The  claim  alleged  failure  to 
examine  pathology  reports  and  failure  to  diagnose. 
According  to  HCA  Decisions  & Materials,  the  defendant 
filed  action  to  nullify  the  award. 


It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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PREGNANT  MOTHERS: 
PlEASE  DON'T  SMOKE! 


If  you  are  pregnant  or  planning  a family,  here  are  three 
good  reasons  to  quit  smoking  now: 

1 . Smoking  retards  the  growth  of  your  baby  in  your  womb. 

2.  Smoking  increases  the  incidence  of  infant  mortality. 

3.  Your  family  needs  a healthy  mother. 

Please  don’t  smoke  for  your  baby’s  sake.  And  yours. 


V americ/xn  cancer  socieiy** 
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EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  ot  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  ot  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 
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brand  ot 

flurazepam  FICI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
information,  o summary  of  which  follows: 

Indications:  Ettective  in  all  types  ot  insomnia  characterized 
by  difficulty  in  tolling  asleep,  trequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  resfful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  ot  administration  Since  insomnia  is  offen  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  tetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  maltormations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  theropy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (eg , operating 
machinery,  driving).  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  otaxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported,  heodache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrheo,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breoth,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  Is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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*i  FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  fhaf  safisfies. 

Pofienfs  ore  sofisfied  because  fhey  fall  asleep  fasf  and  sfay 
asleep  fill  morning.  ^ ® And  you're  sofisfied  by  fhe  excepfionally 
wide  margin  of  safefy  ^ ® As  always,  caufion  pofienfs  abouf 
driving  or  drinking  alcohol. 

Please  see  preceding  page  tor  summary  ol  product  intormalion 
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